anger 


IO 


mvnnnent stan 


trator 
spital, 
mem- 
ge of 
ound 
man- 
Flint, 


sident 
Com- 
May 


HOSPITALS 


AUGUST 


IULUUTUUUOOUNUNEUG.UL ULE 





p00 
The Journal of 


THE AMERICAN 
HOSPITAL ASSOCIATION 


George Bugbee, Executive Director 


VOLUME 24 NUMBER 8 


HosPiTats is published the first. of 
each month by the American Hospi- 
tal Association, 18 E. Division Street, 
Chicago 10, Ill. Entered as second class 
matter January 9, 1936, at the post- 
office at Chicago, Ill., under the Act of 
March 3, 1879. 


Editorial staff: John M. Storm, editor; 
Arnold A. Rivin, managing editor; 
Edwin P. Weigel, M. Marianne Clarke, 
Martha W. Herdman, M. Virginia 
Healy. 


Business staff: John M. Storm, busi- 
ness manager; Bremen I. Johnson, 
director of special services; Martha 
E. Miller, assistant to the business 
manager; Catherine C. Paine, circula- 
tion supervisor; Eugene C. Leipman, 
advertising sales, Chicago, telephone: 
WHitehall 4-4350; George B. Janco, 
advertising sales, 72 Wall Street, 
Room 800, New York City 5, tele- 
phone: DIgby 4-5570. 


Advertising representatives: Ren Averill 
Company, 427 W. Fifth Street, Los 
Angeles 13, and 617 Montgomery 
Street, San Francisco. 


Advertising rates: Rates for classified 
and display advertising furnished on 
request. Member of the Audit Bureau 
of Circulations. 


Subscription rates: To employees and 
others associated with member hospi- 
tals, $2 a year; to others, $3 a year. 
Single copies, 30 cents, except two- 
part June issue, $1.50. 


Change of address: Notice should in- 
clude the old as well as new address, 
including postal zone number. Four 
weeks’ notice is required. The local 
postmaster should be notified. 


Other periodicals: The American Hos- 
pital Association also publishes 
Trustez, the Journal for Hospital 
Governing Boards, a monthly publi- 
cation, and the Statistics and Directory 
Section on hospitals in the United 
States, territories and Canada as Part 
2 of the June issue of HosPITats. 


Copyright: August 1950, by the Amer- 
lean Hospital Association. 


AUGUST 1950, VOL. 24 


Calendar of Association and Allied Meetings... 
Officers of the American Hospital Association......... 
Index to Advertisers 


ARTICLES 
....Roy Hudenburg 





Some Case Histories of Fire Inspection 


The Heat Pump: One Unit for Year-Round Air Conditioning 
Ronald B. Almack, E. R. Ambrose, M. K. Augenstein, L. W. Bates...... : 


How the Heat Pump Operates, a Refrigerator in Reverse........... 
A County-Wide Sales Tax Finances Construction 


D.O. McClusky Jr 


Nursing Education: What It Costs the Hospital 
Herbert M. Wortman, M.D......... 


wasssa-eee--G. E, Copeland....... 
........George E. Peale........ 
Emily K. Johnson 


Part II—There Is No Exploitation 
Part III—Cost Studies Tell the Story...... 
Salesmanship for Careers in the Field of Health 


Supervisory Conferences in a Psychiatric Hospital 
Crawford N. Baganz, M.D., L. E. Fish and R. C. Clayton 


Penny-a-Day Fund Raising Frank C. Massey........ 


The General Practitioner in Hospital Staff Organization 
Stanley R. Truman, M.D. 


New Movie Short Helps to Tell the Hospital Story seaeems 
A Convention Panel on Small Hospital Problems. 


A Program for Centralized Control of Tuberculosis 
William H. Shull, M.D., and Richard C. Bates, M.D... 


Disease Control Through Proper Housekeeping... John T. Smiley, M.D. 
The Benefits of a Fulltime State Association Program 
George C. Schicks, D.Sc 64 
FEATURES 
One for the Record—Room for Suspicion... John R. McGibony, M.D... 45 
EDITORIALS 


A New Hess Report......... saa ni pasii ee 
The League's Statement Sissel ala ——s 
Better Design ............. ppd ep tapaDeak in Seite ; ee 
Dues Increase _............ aa ee neat oe ome <nigecae 
Shortage of Dietitians 





DEPARTMENTS 
easeeeNe 68 


William H. Morrison 
Earnest L. Best 


Laundry Management ..... 
The Stages of a Successful 


Flexibility Through Job Rotation 
Comment 
Engineering and Maintenance... 


A Study of Maintenance Accidents an 
William B. Bellamy 


Comment 
Medical Review ; 
a ra wsn sin neesinnesnia rpcpsind spines ME a veei 

Trends in Hospital Dental Service Will Affect the Buying Operation 

Comment 

Current Price Trends 
nn 

Kitchen to Patient—A Straight Line Is the Shortest Distance....Mary W. Northrop 

Comment 

Master Menus for September 
The Literature a eee 
a oda tseremSineistciamniinnvnmeanbcinieminintinnsgtess eiecmcegal 115 

Blue Cross (See Prepaid Care, News) 

Personal News Penne eee 


3 





new evaporated milk 
and Dextri-Maltose 
formulas for infants 


Liquid 
Formulas 


Convenient 
Simple to 
Prepare 
Nutritionally 
Sound 
Generous in 
Protein 


<> EVAPORATED © 
“LOW FAT MILK and DEXTRI-MALTOSE 
FORMULA FOR INFANTS 

de from whole mith, Sait roilh and ee 


those” with added vitanne D He . 4 
d, evaporated, canned and storied 





oie St) 


EVAPORATED 
WHOLE MILK and DEXTRI-MALTOSE 
“FORMULA FOR INFANTS _ 


Made from wroie rik and Drats oe 
with added vitarnin: D. HomoRenth’: 
* gvaporated, canned and sterbhre 


(MEADS js 


: 0. 4 
é JOHNSON &CO | 
TANSVILLE. IND. USA 


FoR ALMOST FOUR DECADES physicians have recognized the merits 
of infant-feeding formulas composed of cow’s milk, water and 


Dextri-Maltose*. 


In LACTUM and DALACTUM, Mead’s brings new convenience 
to such formulas—for LACTUM and DALACTUM are prepared for 


use simply by adding water. 

LACTUM, a whole milk formula, is designed for full term infants 
with normal nutritional needs. DALACTUM is a low fat formula 
for both premature and full term infants with poor fat tolerance. 
Both are generous in protein. #T. M. Reg. U. S. Pat. Off. 
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Requiring minimum space, the efficient 3-Machine Laundry at Santa 
Teresita Sanatorium consists of CASCADE Washer, Solid Curb Ex- 
tractor and gas-heated AIRCRAFT Drying Tumbler. 


PROBLEM: When expanding its facilities, this 117-bed Sana- 
torium decided to replace labor-consuming, household-type 
laundry machines which had proved costly to operate. But 
what size and type professional equipment was needed?. 


SOLUTION: Sisters called in our Laundry Advisor. Carefully 
analyzing volume of linens required, he submitted plans for a 
compact, simple-to-operate unit to provide all benefits of 


modern, high-speed equipment. Plans were approved, and the 
new laundry installed. 
Gum SOLID CURB EXTRACTOR 


RESULTS: Only one person is needed to operate the modern 
equipment which assures an abundance of clean linens for all 
departments throughout the Sanatorium. Laundering quality At Santa Teresita Sanatorium, one of our 
meets strictest sanitation standards. Most welcome savings sturdily built extractors quickly removes water 
are made in laundry costs. ‘ ; 
from washed linens by gentle centrifugal ac- 
* tion. Engineered for simple, safe operation, 
F ' f cei: db Jabl extractor has Push-Button Controls and Auto- 
ree services of our Laundry Advisor are available ti fet : , mn 
to any hospital, large or small. WRITE TODAY. re — orem mene Splat Ofling 
Device, Balancing Device and Electrically In- 


terlocked Brake assure long,trouble-free service. 








Your hospital will benefit by selecting from our complete line of most 
advanced and productive hospital laundry equipment. 
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AMERICAN Lagary REMEMBER ... 
f -t Every department of the hospital 


LAUNDRY MACHINERY CO. depends on the laundry. 


CINCINNATI 12, OHIO 
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UE TO AN extensive travel 
D schedule and aé_ series of 
weekend meetings in Chicago this 
spring, my wife and I have not 
made our usual visits to the cot- 
tage along the north New Jersey 
shore. For many years we have 
spent the spring, summer and fall 
weekends as well as our vacation 
at what we think is a delight- 
ful spot on Shark River Bay just 
south of Asbury Park. It is a quiet 
place — exactly right for relaxa- 
tion. Furthermore, it is close to 
ocean beaches and exhilarating 
bathing. 

As a compensating factor and by 
way of diversion this summer I 
am helping a small hospital up- 
state resolve a planning problem 


providing for some additional bed 
and auxiliary service facilities. The 
intriguing part of it is that the 
hospital is located in one of Penn- 
sylvania’s more beautiful places— 
almost on the rim of what is known 
as the East’s Grand Canyon. 

Pennsylvania’s Grand Canyon, 
by the way, is a tree-covered gorge 
a thousand feet deep and many 
miles long. It is picturesque coun- 
try and for the most part uninhab- 
ited except by wild game. In the 
spring the mountainsides are a 
veritable riot of color, made so by 
a profusion of mountain laurel 
growth. 


W E OFTEN HAVE heard an expert 
characterized as “just an ordinary 
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TIME-TRIED 











fellow away from home.” This de- 
scription is commonly, and in most 
cases facetiously, applied to the 
experienced fellow called away 
from his bailiwick to study a situa- 
tion and render advice. Of course 
there are experts of varying de- 
grees of proficiency and experi- 
ence. Every association or organ- 
ization of large size has in its mem- 
bership a variety of specialists or, 
let us say, experts. We have them 
in the American Hospital Associa- 
tion. One in particular I wish to 
comment upon is a past president, 
Dr. Donald C. Smelzer, who, for 
years, has gone quietly and effi- 
ciently about the task of rendering 
a specialized service for and in the 
behalf of the members of the As- 
sociation. 

Don has undertaken some ardu- 
ous and unspectacular assignments 
without receiving due and proper 
recognition. He is the sort of fel- 
low who neither expects nor rel- 
ishes laudatory statements about 
his accomplishments. As a matter 
of fact I am running the risk of 
incurring his displeasure by mak- 
ing him the subject of this dis- 
cussion. Desiring to give credit 
where it is due, however, I cannot 
resist paying some little tribute to 
the Association’s specialist in in- 
ternational hospital association af- 
fairs. 

Dr. Smelzer’s interest in the pro- 
motion of universal understanding 
of hospital problems and in en- 
couraging improvement of higher 
administration standards has tak- 
en him to South America and sev- 
eral times to Europe as the official 
representative of the American 
Hospital Association. In all he has 
made five trans-ocean round trips 
by air. This, incidentally, is an ac- 
complishment in itself. Early in 
June our ambassador returned 
from his latest jaunt to a meeting 
of the executive committee of the 
International Hospital Association 
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In a suture, 
one feature is not enough, 
it takes a balance 


of Seven— 
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held in Stresa, Italy. On the way to 
Italy he stopped off in England to 
complete a special assignment— 
that of gathering first-hand in- 
formation on the effect of the Na- 
tional Health Act on the hospitals 
of that country. He informs me 
that the Second International Hos- 
pital Congress is scheduled to be 
held in Brussels, Belgium, June 9- 
13, 1951. He says, incidentally, that 
it promises to be a well-attended 
and important event for the hos- 
pital field. Don has rendered valu- 
able services in the interest of all 
hospitals everywhere. I would feel 
it a dereliction of duty if I did not 
bring these outstanding perform- 
ances to your attention. 


“ 
ie MONTH I have the pleasure 
of perusing the contents of several 
hospital journals published in this 
country and Canada. I do not al- 
ways find time to study the numer- 


ous articles in detail, but I do man- © 


age at least a sketchy review. I 
did not realize until I started a 
review of the June 1950 issue of 


Hospital Progress, the official jour- 
nal of the Catholic Hospital Asso- 
ciation, that this publication was 
celebrating the thirtieth anniver- 
sary of its founding. I should like 
to take this means of congratulat- 
ing Hospital Progress on the rep- 
ortorial excellence so consistently 
maintained over these many years. 


| ee I READ an interesting 
account in HOSPITALS of the intro- 
duction of an airline food service 
in the Barnes Hospital, St. Louis. 
Dr. Frank Bradley, director of the 
hospital, always seeking newer, 
better and more economical means 
of operating the institution, in- 
forms me that the application of 
airline food service ideas to hos- 
pital dietetics is an interesting 
project and bids fair to bring forth 
some amazing results. He has dared 
to do something I have been think- 
ing about doing but hadn’t the 
courage to do. 

Providing a generally acceptable 
patient food service in a hospital 
is considered to be about the Num- 
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The Campbell Bed Lamp clamps to the 
angle iron of the head section on any 
hospital bed; therefore permitting a per- 
fect reading position at all times regard- 


The Campbell Bed Lamp is fully adjustable through 
flexible joints and since it is easily detachable from its base, 
the lamp can be used for examinations. When turned up- 
ward, The Campbell Lamp provides an excellent night light. 


Available in white, brown or green 


baked enamel finishes. Price . . . $9.00 
Camphell and company 918 RACE ST., CINCINNATI, OHIO 














ber One problem. Approximately 


twenty-five cents of the operating 


expense dollar is spent by the die- 
tary department. All sorts of sery- 
ice ideas have been introduced 
from time to time, and highly spe- 
cialized equipment and methods 
have been devised always with the 
objective of improving service and 
with the hope of reducing costs. 
It may well be that Dr. Bradley is 
establishing a standard practice. 


hie ONE OF MY earlier reports, ref- 
erence was made to the need for 
larger facilities for the headquar- 
ters’ staff and for more income to 
support gradually broadening As- 
sociation activities. These two im- 
portant subjects were the focal 
points of discussion at a two-day 
meeting of the special Structure 
Committee in Chicago early in 
June and the following week when 
the Coordinating Committee and 
the Board of Trustees devoted con- 
siderable time to them. 

The Association program is of 
such magnitude and importance, 
and the demands for more and 
more service are so pressing that 
the answer is simply—more mon- 
ey. The Association gets most of 
its financial support from members 
in the form of dues. Therefore, if 
the Association is to meet the de- 
mands placed upon it, dues must 
be increased. The Structure Com- 
mittee, meeting the issue head on, 
_-has recommended to the Board of 
Trustees that dues be raised effec- 
tive January 1, 1951. 

Everything the Association does 
is in the interest of providing bet- 
ter hospital and health care for all 
the American and Canadian peo- 
ple. The Association’s accomplish- 
ments are well known. It appears 
obvious to those of us close to As- 
sociation problems that there can 
be no alternative to pushing for- 
ward all along the line. An organ- 
ization such as ours cannot be per- 
mitted to become static; as a matter 
of fact it can’t stand still—it will 
either progress and prosper or lag 
and degenerate. 


h—S———— 


John N. Hatfield, President, 
American Hospital Association 
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Compare the 


sustained 
nigh blood levels 


obtained with a single 
I-cc. dose of 600,000-unit 
Abbocillin-DC. 


Median Penicillin Blood Level Curves 
Obtained with 1-cc. Doses 





@ ABBOCILLIN-DC, 600,000 units per ce. 
X Penicillin G Procaine in Aqueous Sus- 
pension, Abbott, 300,000 units per cc.* 


O Penicillin G Procaine in Oil with 
Aluminum Monostearate 2%, Abbott, 
300,000 units per cc.* 


*Data from M. J. Romansky, M.D. 














3 
©0. 
[ond 
uu 
a 
” 
= 
z 
= 
=z 
a) 
tu 
> 
0. 
_! 
Qa 
S 
o 
a) 
7) 


4 hrs 12 hrs 


This is a truly repository preparation—600,000 units (double concentration) of penicillin 
G procaine in aqueous suspension. Single 1-cc. doses of ABBOCILLIN-DC have 
consistently afforded prolonged high blood levels similar to the median 


curve shown above. 


In the B-D Disposable Cartridge Syringe the suspension is ready for immediate use. 
ABBOCILLIN-DC does not contain oils or waxes. Even though it is quite viscous, 

it flows freely through the needle. When administered by deep intramuscular injec- 
tion, there is a minimum of pain—no more than with other aqueous 


suspensions. Ask your Abbott Representative about ABBOCILLIN-DC. 


a a] 
-_ Penicillin G Procaine in Aqueous Suspension, 600,000 
Units— Double Concentration in B-D* 1-cc. Dispos- 
NOTE THE NAME... able Cartridge Syringe. For intramuscular use only. 


*T. M. Reg. Becton, Dickinson & Co. 
REG. U.S. PAT. OFF, 
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ON REPORTS FROM DEPARTMENT HEADS 


OME HOSPITAL administrators 
S require frequent reports from 
department heads while others ask 
for them only occasionally. Some 
administrators prefer that depart- 
ment reports be written while 
others ask for them to be oral. 
From their experience, five admin- 
istrators tell whether they depend 
upon oral or written reports and 
why, as they answer the question: 
“Among a hospital’s major depart- 
ment heads, which, if any, do you 
think should make written reports 
at regular intervals to the admin- 
istrator?” 


Size of hospital determines 
report type and schedule 


FROM MY EXPERIENCES I favor 
the practice of having all major 
departments prepare written re- 
ports at regular intervals for the 
administrator. In the larger hospi- 
tal many of these reports should 
be daily while in other instances 
they may be on a weekly or month- 
ly basis. In smaller hospitals this is 
not always feasible. 

Obviously it is necessary that the 
administrator keep his finger on 
the pulse of the general over-all 
situation, and it is natural that the 
larger the hospital the more need 
there is for this information to 
come through the channel of the 
written rather than the spoken 
word. 

There are certain routine mat- 
ters on which the administrator 
should have information daily, 
weekly, and, in a comparative form, 
monthly. Among such reports 
would be: The number of patients 
admitted; personnel on and off 
duty in the various departments, 
with special notation recording the 
reason for the absence; schedule 
of surgical operations; financial 
data as to bank balances, cash re- 
ceipts, and revenue; number of 
meals served, broken down into the 
various classifications; and similar 
routine information concerning 
different areas of the hospital. 

A daily written report from the 
nursing department for each nurs- 
ing station is of inestimable value. 
This usually includes the number 


22 


of admissions, patient location, dis- 
charges, transfers, deliveries, and 
detailed information giving the 
name, physician, and diagnosis on 
all patients seriously ill, with a 
special reference to deaths, acci- 
dent, or reportable admissions. 

In no instance would I recom- 
mend that these written reports 
deter personal communication be- 


. tween. department heads and the 
administrator. A free interplay of. 


memoranda is necessary, and de- 
partment heads should recognize 
the value of personally referring 
important matters to the adminis- 
trator when warranted. 

How such a program would be 
administered depends upon the size 
of the hospital and existing condi- 
tions. Irrespective of size, con- 
ferences should be held with key 
personnel at least once a week, or 
oftener when necessary, to review 
the over-all operation of the de- 
partment so concerned. 

Briefly, the administrator must 
know the score at all times and 
effect a program whereby he is 
kept informed by his staff from 
within rather than by his trustees 
or the public from without.— 
EpGar C. HayHow, director, East 
Orange, (N. J.) General Hospital. 


Writing reports too often 
becomes burdensome 


A TEXTBOOK ANSWER to this ques- 
tion would say that, as a general 
rule, it is a good thing for all de- 
partment heads to submit reports 
to the administrator at least an- 
nually. This is desirable both for 
preservation of operating and his- 
torical records and for the bene- 
ficial effect on the department head 
in pausing to appraise and plan. 
The effort required to make a com- 
prehensive report more often than 
once a year would not be reward- 
ing, except for reports of basic 
statistics necessary for proper 
managerial control. 

Obviously the business office 
must supply monthly financial 
statements. The record room or 


other designated department. 


monthly must summarize profes- 
sional activity and keep records 


of patients and patient days and 
similar breakdowns. The dietary, 
x-ray, and nursing departmenis 
and the laboratory must likewise 
tabulate their activities. 

This administrator requires a 
daily financial and statistical re- 
port of basic figures, such as bill- 
ings, collections, and number of 
patients by services and mishaps. 

One will find it helpful to keep 
an eye on maintenance calls per 
month, personnel illness, and as 
much other primary data as are 
feasible, but a requirement that 
department heads in small, closely 
knit hospitals prepare narrative re- 
ports more often than once a year 
is likely to become a burdensome 
chore, which achieves little more 
than cluttered-up filing cabinets.— 
ROBERT HUDGENS, administrator, 
Lynchburg (Va.) General Hospital. 


Having oral reports first 
will minimize writing 

THERE IS A PLACE in the admin- 
istrative field for both written and 
oral reports from department 
heads. Certainly, as a matter of 
record, basic statistical data re- 
flecting the operating results should 
be gathered by all departments, 
and these should be reviewed with 
the administrator. The frequency 
of these reports will depend on the 
department involved; but in the 
case of major department heads, 
such reports should be received at 
least monthly. In the case of a few 
departments, such as dietary, it 
would seem desirable to have a 
weekly report on the cost of food 
service. 

Written reports not only have a 
value at the time of their pres- 
entation but are also of great value 
for a routine and logical computa- 
tion of annual statistics for the 
annual report. A great deal of the 
value of the written report is lost 
by many administrators, who fail 
to supplement the formal report 
by an informal review with the 
department head of the data con- 
tained therein. When one considers 
the tremendous amount of energy 
that department heads expend in 
helping to develop a well-run hos- 
pital, no administrator’s time is so 
valuable as to preclude his taking 
10 or 15 minutes each month to 
review the contents of a depart- 
mental report with the head of that 
department. 

The receipt of a written monthly 
report, however, does not begin to 
cover the need for reports from 
department heads. Wherever it is 
humanly possible, the administra- 
tor should have a few minutes 
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Adaptable to existing installa- 
tions of “American” cylindrical 
and rectangular Surgical Supply 
Sterilizers, Milk Formula Steri- 
lizer-Disinfectors and Steam 
Jacketed Laboratory Autoclaves 
—RECESSED OR OPEN 
MOUNTED—now equipped with 
Top Operating Valve. 





“push-button” WON 


—a revolutionary unit which electromatically governs STERI- 
LIZING—EXHAUSTING—DRYING phases by simultaneous set- 
ting of 3 simple dial buttons . . . thus relieving operator for other 


duties during the entire period of the sterilizing cycle. 


Additional highlights— 
Permits greater load output 


Permits duplication of any required performance with accurate, split- 
second precision 


Operates manually in event of electric power failure 


Permits usual function of recording thermometer. 


WRITE TODAY for detailed information 
AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


: DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND tists 4 
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available each day for every de- 
partment head wishing to discuss 
some current problem; and if the 
department head makes no move 
toward discussing any problem for 
several days, the administrator 
might be wise to take the initiative. 
If, as a result of the discussion of 
the oral report, the subject matter 
is deemed necessary to be reduced 
to writing, this may always be done 
after informal discussion rather 
than having all reports reduced to 
writing. In this manner, written 
reports may be minimized and in- 


formal reporting encouraged.— 
ALBERT H. SCHEIDT, administrator, 
Dallas City-County Hospital Sys- 
tem. 


All departments must make 
annual written reports 


AMONG A HOSPITAL’S major de- 
partment heads there are several 
that should render written reports 
to the administrator. If a hospital 
operates on a budget and has the 
desire to know where it stands as 
far as the budget is concerned, as 
well as its cash position, written 
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KEEPS FLOORS GLOSSY, NEW! 
F LOORS stay shining and clean looking, keep 








their new beauty longer when you protect them with 


Neo-Shine Self-Shining Wax. Best of all, only one coat 


EASY TO APPLY 


of Neo-Shine is needed for protection against months 
of heavy traffic. The secret's in Neo-Shine ... for it 
not only contains the best pure Carnauba wax but it is highly concen- 
trated—designed to spread further and cover thoroughly. A thin coat 
dries bright and forms a glistening hard wax film that is not slippery. 
It's safe for use on any. flooring material. Try it next time you wax. 


HUNTINGTON LABORATORIES, INC. e HUNTINGTON, INDIANA e TORONTO, CANADA 
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reports at regular intervals are 
absolutely necessary. This is the 
responsibility of the accounting 
department. 

These reports should include the 
budgetary position by departments, 
with a breakdown delineating sal- 
aries, supplies, repairs, and new 
equipment. They should not only 
be for the current budgetary period 
but must be comparative with 
other years and cumulative for the 
reporting year. 

The credit and collection depart- 
ment, which in some instances may 
be part of the accounting depart- 
ment, also should submit regular 
written reports to the administra- 
tor. These consist of periodic checks 
on accounts receivable and the 
aging of these accounts. 

The administrator also should re- 
ceive periodic written reports from 
the personnel department showing 
turnover by departments and the 
reasons therefor. The above-named 
two are musts. The administrator 
also should receive periodic written 
reports from the departments of 
pathology, radiology, anesthesi- 
ology, and pharmacy as a matter 
of medical audit, as well as for the 
purpose of cost analysis. The die- 
tary department also should re- 
port raw food costs and the cost 
of prepared food. These should be 
comparative in nature. 

Verbal reports from all depart- 
ment heads at irregular intervals 
are welcome, since it keeps the ad- 
ministrator in personal touch with 
these department heads in an in- 
formal manner and often solves 
problems that cannot be solved by 
formal department head meetings. 

All departments should render 
a written annual report of depart- 
mental operation. Such depart- 
ments as medical records often 
will report to the administrator 
episodes of variation from the 
rules, which episodes in themselves 
often constitute a departmental re- 
port.—Dr. RoGER W. DEBUSK, ex- 
ecutive director, Lancaster (Pa.) 
General Hospital. 


Department heads responsible 
to coordinating committee 


IF ONE IS TO encourage initiative 
to the fullest extent, heads of de- 
partments or sub-departments 
should be given very definite re- 
sponsibilities and encouraged to 
operate those departments as they 
see fit, so long as they conform in 
every way with the policies of the 
hospital as laid down by the board 
of governors and the administra- 

(Continued on page 135) 
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When cardiac failure, hypertension, arteriosclerosis, 
or pregnancy complications call for a sodium free diet, 
you can let your patients have 
salt without sodium: Neocurfasal, 
the completely sodium free seasoning agent. Neocurtasal 
looks and is used like regular table salt. 
Constituents: Potassium chloride, ammonium chloride, 
potassium formate, calcium formate, NEOCURTASAL, 
magnesium citrate and starch. Potassium content 36%; trademark reg. 
chloride 39.3%; calcium 0.3%; magnesium 0.2%. U. S. & Canada 
Available in convenient 
2 oz. shakers and 8 oz. bottles. 


NEOCURTASAL, 
trademark reg. U. S. & Canada 


Attend the American Hospital Association Annual Meeting 
Atlantic City, N. J. September 18-21. Visit our Exhibit 662. 
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Department of dentistry 


As the dentists in our community occa- 
sionally request permission to use the fa- 
cilities of our hospital for oral surgery, it 
is our thought that these dentists should 
be officially connected in some way with 
the hospital. Could you give us some 
information regarding the procedure in- 
volved in setting up a dental department 
in our hospital? 

Provision for a department of 
dentistry may be made by the gov- 
erning body of the hospital by 
amendment of the constitution and 
by-laws for the medical staff 
through inclusion of a statement, 
“For the purpose of this Constitu- 
tion and By-Laws, the term ‘Medi- 
cal Staff’ shall be interpreted to 
include all physicians, surgeons, 
and dentists who are privileged to 
attend the patients in the hospi- 
tal.” 

For the dental department, which 
should be operated under the di- 
rection of a qualified dentist, des- 
ignated by title as chief of den- 
tistry, basic standards of hospital 
dental service were adopted joint- 
ly by the House of Delegates of 
the American Dental Association 
and the American Hospital Asso- 
ciation in 1946. 

Every dentist admitted to prac- 
tice in the hospital should qualify 
for membership on the hospital 
staff in the department of dentis- 
try in accordance with the cus- 
tomary .procedure of application 
for membership and assignment of 
privileges. In this manner mem- 
bers of the dental department are 
subject to the rules and regulations 
of the medical staff as they apply 
to all physicians and surgeons.— 
Dr. CHARLES T. DOLEZAL. 


Bad-debt losses 


Recently our outside accountant ques- 
tioned our allowance for bad-debt losses. 
What is the average for hospitals? 

While I have no late specific in- 
formation relative to the average 
bad-debt loss suffered by hospitals, 
it has been my observation that 
the range of bad-debt losses in 
well-operated hospitals is from 1 
to 4 per cent. 

The percentage of bad accounts 
in hospitals, just as in any other 
type of enterprise, might be 
thought of as a reflection of the 
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credit and collection policies of 
the individual organization. With- 
out knowing anything at all of 
such policies and practices in your 
hospital, I would find it difficult 
even to estimate what your bad- 
debt loss should be. Such factors as 
a deposit-on-admission policy in 
the hospital, the practice of hospi- 
tals’ turning over accounts to at- 
torneys or agencies for collection, 
the ability and training of the 
credit and collection personnel, 


- the economic status of the people 


in the community, and the number 
of transients or emergency cases 
admitted to your hospital deter- 
mine what the bad-debt losses are. 

Probably when the public ac- 
countant raises the question of 
“average loss in accounts by hos- 
pitals,” what he has in mind is bad 
debts and not “free service” render- 
ed to patients who are unable to 
pay the hospital’s established rate. 
It may not be amiss to call to the 
outside accountant’s attention the 
comments in the American Hos- 
pital Association’s recently issued 
accounting handbook, ‘“Account- 
ing, Statistics and Business Office 
Procedures for Hospitals,” begin- 
ning on page 75, relative to the ac- 
counting treatment of “free serv- 
ice’ and bad debts.—WILLIAM H. 
MARKEY JR. 


Value of physician services 


For many years specialists in surgery, 
internal medicine, and certain other spe- 
cialties have occupied office space in our 
hospital without charge and have pro- 
vided care for county patients without 
charge. No accounting has ever been 
made on this, but we feel that either some 
bookkeeping or cash arrangement (in fa- 
vor of the party providing the greater 
value) should be made. In regard to the 
valuation of the physicians’ services to 
the indigent patients, their charge would 
be a welfare one and not one against the 
hospital. Does the concept of free work 
still exist? Would the unit of professional 
service, such as daily visits in the hospital 
and operations, be valued at the differ- 
ence between the physicians’ cost and the 
charge to the private patient? 

It is still a tradition in hospitals 
country-wide for physicians to 
treat free and part-ward patients 
without charge. The arrangement 
by which individuals occupy of- 
fice space is somewhat unique. In 
hospitals offering such space, prob- 


ably the situation has been evaluat- 
ed in relationship to the advantage 
to the hospital of having the phy- 
sician on the hospital grounds for 
extended periods, the advantage of 
free care, and the value to the 
physician. 

I am not quite certain about the 
proper method of evaluating the 
service rendered indigent patients. 
Recently I did see where such an 
estimate was being attempted for 
free care given by the faculty of 
a medical school. There the rate 
paid by the Veterans Administra- 
tion of medical school faculties for 
care of the individual patients was 
used as the basis for evaluation, 
—GEORGE BUGBEE. 


Reducing explosion hazards 


Toward forced exhaust ventilation of 
operating rooms as a means of reducing 
explosion hazards the National Fire Pro- 
tection Association booklet, ‘“‘Recom- 
mended Safe Practices for Hospital Oper- 
ating Rooms,” and an article in HOSPI- 
TALS, December 1949, give only luke- 
warm encouragement. There are others 
who believe that there is considerable 
value in removing gas by exhaust ven- 
tilation. Could we have further comment 
from you on this subject? 

Also, inasmuch as it is expensive to 
provide warmed air wholly from the out- 
doors in those parts of the country where 
winters are severe, is replacement air 
drawn from the nearby corridor or ante- 
chamber (presumably from near the ceil- 
ing) acceptable? 

The two factors that have the 
greatest bearing on the ineffective- 
ness of ventilation to control an- 
esthesia explosion hazards are the 
relatively small amounts of gas 
used in anesthesia procedures and 
the lack in these gases of the 
property to diffuse rapidly in the 
atmosphere. In experiments con- 
ducted by F. A. Van Atta, ex- 
plosive concentrations of oxygen 
and anesthesia gases, during actual 
surgical procedures, were never 
found more than a foot away from 
a point of leak. These determina- 
tions were made under conditions 
in which the maximum amounts of 
gas were flowing out into the 
atmosphere. 

To attempt to capture these 
vagrant explosive mixtures in the 
neighborhood of the patient’s head 
with air suction would be to tend 
to draw the air in the operating 
room toward the patient. With it 
would come any bacteria that 
might be in the room or might 
escape from the surgical masks. 
Furthermore, evidence having to 
do with actual explosions in- 
dicates that the explosions usually 
originate extremely close to the 
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point of leak and frequently at 
the point where the gases escape 
between the face mask and the 
face. Such mixtures, in any event, 
would be ignited before they could 
be picked up by an air movement. 

There is, however, one type of 
circumstance in which ventilation 
would be helpful. This is where 
there is a gross spillage of ether 
on the operating room floor. Fumes 
arising from ether spilled in this 
way are combustible but as a rule 
do not result in the type of com- 
bustion or explosion that is danger- 





these fumes, however, that the 
ventilating system, if installed, 
must be of an explosion-proof de- 
sign. 

The entire philosophy of the 
NFPA Hospital Operating Room 
Committee has been based on the 
fact that since the explosive mix- 
tures, where they present a hazard 
for the patient, cannot be elimi- 
nated, all possible sources of igni- 
tion must be removed. Since igni- 
tion by static is the most prevalent 
kind, we have leaned heavily upon 
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measures for equalizing static 
potentials in drawing up our recom- 
mendations. 


The cost of warming all fresh air 
for the ventilation of operating 
rooms in cold winter climates does 
present an appalling expense. 
From a standpoint of infection, 
however, it would not be wise to 
take air for the operating room 
from adjoining corridors. 

The system I would recommend, 
providing the local health authori- 
ties would approve its use, is a 
ventilating system for the operat- 
ing rooms that would recirculate 
the air through an air-recovery 
system. This would add a small 
percentage of outside air that would 
maintain a positive pressure with- 
in the operating rooms. The air- 
recovery unit would require the 
necessary number of banks of ac- 
tivated charcoal, which would re- 
move from the air any odors, as 
well as any traces of ether and 
anesthetic gases. The air steriliza- 
tion can be secured by inserting 
in the air ducts a bank of ultra- 
violet sterilizing lamps, or through 
the introduction of ethylene glycol 
into the air, or through the use of 
an electronic filter. When ethylene 
glycol is used, it is necessary to 
maintain a very close control over 
humidity, but this would be de- 
sirable in cold climates as a means 
of helping to minimize the static 
hazard. Two banks of mechanical 
filters are necessary with such a 
system—one at the intake and the 
other at the output end of the air- 
recovery unit. 

In the committee’s recommenda- 
tions we minimize the value of hu- 
midity control in the operating 
room. There is definite evidence, of 
course, that it is helpful in elimi- 
nating static, but it must be under- 
stood that it is not a sure cure for 
static accumulation troubles. The 
Lahey Clinic explosion, for in- 
stance, is documented as having 
occurred as a result of a static dis- 
charge in a relative humidity of 
65 per cent. In rubber rolling op- 
erations during the war, even hu- 
midity of the high order provided 
by steam jets was insufficient to 
control static. Therefore, while 
humidity on the order of 55 per 
cent would definitely be helpful 
in controlling static, that would be 
true only if all other measures, in- 
cluding the use of conductive 
floors, conductive shoes, and the 
grounding of all equipment in the 
room, were also followed.—RoyY 
HUDENBURG. 
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Some case histories of fire inspection 


ITH THE National Board of 

Fire Underwriters’ hospital 
inspection program nearing half- 
completion, all indications point to 
tremendous benefits being received 
by hospitals. 

The American Hospital Associ- 
ation’s goal in cooperating with 
this program was to achieve maxi- 
mum educational advantages for 
hospitals and thorough inspection 
recommendations based on modern 
concepts of life safety in fire. Re- 
ports from member hospitals gen- 
erally indicate that this goal has 
been achieved as a result of splen- 
did cooperation being given by the 
state and regional insurance in- 
spection bureaus that are locally 
responsible for the work. 

Prior to the institution of the 
program by the underwriters, after 
the 1949 Effingham disaster, the 
Council on Hospital Planning and 
Plant Operation was convinced 
that the fire vulnerability of many 
hospitals was due to a lack of 
proper knowledge of what consti- 
tuted safe construction and safe 
administrative policies in connec- 
tion with fire emergencies. 

This belief has been amply verti- 
fied by the early reported findings 
of the fire inspectors active in this 
program. For instance there is gen- 
eral agreement that any hospital 
building of combustible construc- 
tion, particularly if more than one 
story high, should have as a mini- 
mum the protection of an auto- 
Matic sprinkler system. 

Many hospitals whose adminis- 
trators felt that they had provided 


_ 


.Mr. Hudenburg is secretary of the Coun- 
e or Hospital Planning and Plant opera- 
ion, American Hospital Association. 
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Here are the deficiencies that showed up in early 


reports on hospitals in one state 


ROY HUDENBURG 


safety had not been so protected. 
As a matter of fact, in the first 29 
hospitals inspected in one state, 11 
had failed to provide such needed 
sprinkler protection. This ratio, of 
course, is not one that could nor- 
mally be assumed to prevail state- 
wide, since the first hospitals being 
inspected are those outside the 
larger centers where municipal 
authorities enforce local regula- 
tions which usually make such 
protection mandatory. 


RAPID RESULTS 


As a result of the inspection pro- 
gram, however, hospitals are rapid- 
ly curing this and other types of 
vulnerability. According to the 
most recent figures, contracts for 
sprinkler protection had been 
signed by 135 hospitals as a result 
of the inspection program. This 
progress is particularly remarkable 
since submission to the inspection 
and compliance with the recom- 
mendations are entirely voluntary 
on the part of the hospitals. 

Conditions requiring corrections 
will obviously have a higher in- 
cidence in the early inspections, as 
compared with situations that will 
be found when the program works 
into larger centers. Early reports, 
however, have uncovered more 
shortcomings than most impartial 
observers would have predicted. 

The following conditions were 
discovered in the first 29 hospitals 
inspected in one state: 

Every one of the 29 hospitals 


was guilty to some degree, of im- 
proper enclosure of stairways or 
elevators. 

In all but one of the 29 hospitals 
the inspectors found that plans and 
drills in fire evacuation were either 
nonexistent or incompletely formu- 
lated. This is probably the most 
alarming of the hazards found, 
since the condition could have been 
corrected at any time by the simple 
application of thought and energy 
and without the least capital ex- 
penditure. 

In order to provide inspection 
coverage for hospitals insured in 
mutual insurance companies, their 
central organization, the American 
Mutual Alliance, has developed an 
inspection program that has been 
integrated with the National Board 
of Fire Underwriters activities. 
Foreseeing the need for guidance 
in the field of evacuation and plan 
development, this organization of 
mutual fire and casualty companies 
developed and published a manual 
—“‘Administrative Level Planning 
for Hospital Fire Emergencies.” 
Copies of this booklet have been 
widely distributed to hospitals. 

Standards for the construction 
and maintenance of operating 
rooms to minimize the danger of 
anesthetic explosions also were 
found to have been disregarded in 
all but one of this first group of 
hospitals to be inspected. In 14 of 
the hospitals combustible anesthetic 
gases were improperly stored or 
unsafely used, and in 23 of the 
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hospitals oxygen or nitrous oxide 
was improperly stored or handled. 

It is not feasible to discuss at 
length the 78 different types of 
hazards found at the various hos- 
pitals, but before going into the 
details of recommendations being 
made by one state inspection bu- 
reau, attention should be called to 
two serious shortcomings found in 
a majority of these hospitals: (1) 
Twenty-five of the hospitals were 
found to have no emergency elec- 
trical power system that would go 
into effect when the standard 
source of current was cut off; (2) 
Flammable liquids were found to 
be improperly used or improperly 
stored in eighteen or nearly two- 
thirds of the hospitals. 

Following are some reports that 
have been made by the Missouri 
Inspection Bureau, which has de- 
leted any information identifying 
specific hospitals. These reports, 
submitted to the hospital author- 
ities, divide their findings into three 
parts—condition, comment and 
recommendation. The first of these 
subdivisions obviously calls at- 
tention to a hazard. The comment 
discusses why the hazard is par- 
ticularly necessary of correction. 
The recommendation is a specific 
suggestion for elimination of the 
hazard. 


STAIRWAY ENCLOSURE 


CONDITION: The center section 
stairway is separated from corri- 
dor by highly flammable, lightly 
constructed frame partitions, con- 
taining light wood panels and ordi- 
nary glass door. 

COMMENT: Improperly pro- 
tected stairways present a condi- 
tion permitting the quick spread 
of smoke and fire from lower to 
upper floors. Smoke from a small 
fire, by its spread throughout the 
building, may alarm patients and 
even cause panic. Evacuation of 
patients would be hindered by as- 
cending smoke and hot gases. 

RECOMMENDATION: The stair- 
way should be enclosed on all 
floors by partitions constructed of 
34-inch gypsum plaster on metal 
lath on both sides of metal studs, 
gypsum block, wired glass in metal 
frame-work or the equivalent. 
Doors at each floorway landing of 
all stair enclosures should be self- 
closing and should swing in the 
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direction of exit travel. Doors 
should be metal or metal covered. 
Any glass in doors should be -wired 
glass. 


LAUNDRY CHUTE PROTECTION 


CONDITION: The laundry chute, 
as well as the dumb-waiter shaft, 
are not entirely constructed of in- 
combustible materials. These shafts 
leading from basement to second 
floor and doors to chutes are not 
self-closing and are of wood con- 
struction. 

COMMENT: A fire in these shafts 
or in the kitchen or hallways could 
result in the spread of smoke and 
possibly fire to other parts of the 
building. 

RECOMMENDATION: Shafts 
should be entirely of incombustible 
material, and lining, if any, should 
be entirely of metal. Doors on 
openings to the chutes should be 
metal and should be self-closing. 
It is further recommended that the 
laundry chute, the trash chute and 
the dumb-waiter shaft be provided 
with automatic sprinkler heads in 
the top of each shaft. These sprink- 
ler heads may be connected to the 
domestic water system. 


OXYGEN STORAGE 


CONDITION: Oxygen and nitrous 
oxide cylinders and cans of ether 
are stored in the same unventi- 
lated wooden cabinet in the op- 
erating room on the second floor. 
Oxygen cylinders are also stored 
in the open in the basement and 
on the first and second floors. The 
main supply of ether is kept in an 
unventilated service room on the 
second floor. 

COMMENT: Combustible anes- 
thetic agents, including ether, 
should be kept isolated from cylin- 
ders which contain oxygen or 
nitrous oxide. Should the combus- 
tible anesthetic agents and the 
oxygen or nitrous oxide become 
mixed, a violently explosive mix- 
ture would be formed. It is also 
important that these gases be kept 
well segregated from any combus- 
tible materials of any nature. 

Oxygen cylinders, presently in 
the basement and nursery, are ex- 
posed to traffic with danger of 
being knocked over. When an oxy- 
gen cylinder falls, there is always 
the possibility of injury to persons 
in the vicinity and damage to the 








cylinder, valve, or any apparatus 
attached to it. 

RECOMMENDATION: It is rec- 
ommended that separate rooms be 
provided for the storage of ccom- 
bustible anesthetic agents and 
oxygen or nitrous oxide. Detailed 
specifications for these storage 
rooms may be found in Section 4 
of the pamphlet “Recommended 
Safe Practices for Hospital Operat- 
ing Rooms.” Oxygen cylinders in 
use at the bedside should always 
be securely strapped to the bed 
so that it is impossible to acci- 
dentally tip them over. 


EVACUATION PLAN 


CONDITION: No plan is in effect 
for evacuating patients in an emer- 
gency and there are no fire drills. 

COMMENT: It is highly impor- 
tant that the personnel of this hos- 
pital be trained in the evacuation 
of patients from the building in 
case of fire, explosion or other 
catastrophe. Lack of proper drills 
and training could result in panic 
and possible loss of lives. 

It is recognized that in an oc- 
cupancy of this nature, there exist 
varying degrees of physical disa- 
bility, and removal to the outside, 
or even disturbance by moving is 
inexpedient or impractical in many 
cases, except as a last resort. In 
most cases, fire and exit drills, as 
ordinarily practiced, cannot be 
conducted in hospitals. Fundamen- 
tally, superior construction, early 
discovery and extinguishment of 
incipient fires and prompt notifi- 
cation must be relied upon to re- 
duce the occasion for evacuation 
of buildings to a minimum. 

RECOMMENDATION: It is rec- 
ommended that the provisions of 
the pamphlet, “Rules for Safety of 
Hospital Patients in Case of Fire,” 
be adopted and put into practice. 

Fire drills should include the 
transmission of a fire alarm signal 
and simulation of emergency fire 
conditions, except that the move- 
ment of infirm or bedridden pa- 
tients to safe areas or to the 
exterior of the building should not 
be attempted. Drills should be con- 
ducted at irregular intervals, dur- 
ing day time and night time periods 
of operation, to familiarize hospi- 
tal personnel (nurses, interns, 
maintenance engineers and admin- 
istrative staff) with coded trans- 
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mission of signals, location and 
use of first aid fire appliances and 
emergency action required under 
various conditions and locations in 
the building. 

Many hospitals conduct success- 
ful fire drills, without disturbing 
patients, by advance planning in 
the choice of location of the simu- 
lated emergency and by closing 
doors to patients’ rooms or wards 
in the vicinity prior to the initia- 
tion of the fire drill. 


CORRIDOR DIVISIONS 


CONDITION: The first, second 
and third floors contain compara- 
tively large areas with one large 
open corridor. No smoke or fire 
barriers are provided. 

COMMENT: It is important in a 
building of this type of occupancy 
that adequate cut-offs be provided 
between the various sections, there- 
by lessening the possibility of 
spread of fire and smoke from one 
section to another. Having such 
cut-offs would permit patients and 
personnel to be moved to a point 
of safety on the same floor but 
away from the section where fire 
originated. 

RECOMMENDATION: A _ smoke 
barrier or stop should be installed 
in the first, second and third floor 
corridors at the point where the 
new east wing was joined to the 
old center section. The smoke bar- 
riers should be constructed of %4- 
inch gypsum plaster on metal lath 
on both sides of metal studs, gyp- 
sum block, wired glass in metal 
framework or equivalent. Ade- 
quate metal or metal-covered doors 
should be provided, wide enough 
to permit the movement of beds, 
but in no event less than 44 inches 
in width. 


FIRE DEPARTMENT RELATIONS 


CONDITION: The town depart- 
ment is volunteer and its past 
Tecord has been good. However, 
the equipment is somewhat lim- 
ited particularly as regards ladders 
hecessary in fighting fires in build- 
ings over two stories in height. It 
is also possible that the personnel 
of the fire department may not be 
thoroughly familiar with the hos- 
pital and its auxiliary buildings. 

COMMENT: In buildings of large 
areas and over two stories in height, 
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several ladders sufficient in length 
to reach all windows and the roof 
should be available. Also, it is 
equally important that the mem- 
bers of the fire department be 
entirely familiar with the interior 
layout of the hospital in order to 
intelligently fight a fire or help in 
evacuating persons in case of ne- 
cessity. 

RECOMMENDATION: It is there- 
fore recommended that the hospi- 
tal authorities contact the local fire 
department and secure its coopera- 
tion in obtaining extra ladder 
equipment, if needed. Also, ar- 
rangements should be made with 
the local fire chief to have his men 
make regular inspections of the 
hospital to familiarize themselves 
with conditions, location of eleva- 
tors, stairways, corridors, all exits, 
operating rooms, storage locations, 
etc. Arrangements should be made 
with the fire department members 
to refrain from sounding gongs or 
sirens when approaching the hos- 
pital so as to avoid alarming the 
patients. 


FIRE ALERTING SYSTEM 


CONDITION: The only method 
available for alerting hospital per- 
sonnel in case of emergency is by 
telephone. 

COMMENT: A great danger in 
hospital fires is panic. It is ex- 
tremely important that all per- 
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sonnel at the hospital, including 
those at the nurses’ and help’s 
quarters, be immediately advised 
when an emergency occurs by some 
method that will not alarm or ex- 
cite patients. 

RECOMMENDATION: A manu- 
ally operated fire alarm system 
should be provided for hospitals 
which will sound an audible alarm 
in departmental offices, nurses’ and 
help’s quarters, and such other 
central locations where audible 
signals will not disturb patients. 
Distinctive visual signals or chimes 
should be installed at each nurses’ 
station and should be used for fire 
alarm purposes only. 


RUBBISH STORAGE 


CONDITION: Miscellaneous com- 
bustible material, such as old and 
broken furniture, obsolete equip- 
ment, boxes and paper, is stored in 
basement, attics, closets and under 
stairways. These storage conditions 
were particularly noted in the main 
building group and the carpenter 
shop. 

COMMENT: Besides being sus- 
ceptible to quick ignition, this ma- 
terial would be fuel for a more 
intense fire than ordinarily would 
be expected. Since these areas are 
visited infrequently, a fire might 
gain considerable headway before 
being detected. A fire in the ma- 
terial stored under the stairways 
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Most frequent deficiencies 


After inspecting 29 hospitals, fire inspectors in one state found the following de- 
ficiencies to appear most frequently. The column at the right indicates the number of 
hospitals in which the deficiencies were noted. 


Deficiency 


Hospitals 


Stairways and/or elevators not properly 
enclosed, including nonstandard doors 
No evacuation plan or evacuation plan in- 


complete or not drilled 


Operating room construction, equipment and 
practices not in conformity with standards 
No emergency electrical power system 


Electrical defects 


First aid fire appliances insufficient or 
improperly maintained or installed 

No emergency alarm system for notifying 
hospital personnel of an emergency, or 
present alarm system inadequate 

Oxygen and/or nitrous oxide improperly 


stored, used or handled 


Adequate exit lights and signs not provided 


Egress facilities inadequate 


Improper enclosures and/or improper doors or other 
nonstandard enclosure features of chutes, dumb- 
waiters, waste chutes and line chutes 











would spread fire and smoke 
throughout the buildings, thus in- 
creasing the chances for alarm. 
RECOMMENDATION: Combusti- 
ble material should not be stored 
under stairways. In addition, con- 
sideration should be given to the 
disposal of all unnecessary com- 
bustible materials on the premises. 
If any material is to be retained, it 
should be arranged in an orderly 
fashion and good housekeeping 
practices should be maintained. It 
would also be advisable to provide 
automatic sprinkler protection for 
this area. Metal waste containers 
should be provided where needed. 


USE OF GASOLINE 


CONDITION: Gasoline is used 
for cleaning floors in the em- 
ployees’ quarters. Gasoline, used in 
blow torches and plumbers’ fire 
pots, is stored in the carpenter and 
paint shop building in a 10-gallon 
tank which is equipped with a 
compression-type faucet. 

COMMENT: Gasoline is highly 
flammable. The vapors form ex- 
plosive mixtures with air which 
are readily ignited. When gasoline 
is used for cleaning floors, a fric- 
tion spark or heat from rubbing 
may easily ignite the vapors. Seri- 
ous explosions and fires have oc- 
curred when gasoline was used for 
cleaning purposes. 

RECOMMENDATION: Discon- 
tinue the use of gasoline for clean- 
ing floors or for other cleaning 
purposes. The amount used for 
blow torches and fire pots should 
be limited to one gallon which 
should be kept in an approved 
Underwriters’ Laboratories, Inc., 
labeled safety can. 


KITCHEN RANGE VENTS 


CONDITION: Heavy deposits of 
grease have accumulated in the 
metal vent hoods and duct systems 
for the ranges. Grease filters and 
cleanout holes are not provided. 

COMMENT: Grease deposits are 
readily ignitable and burn in- 
tensely. 

RECOMMENDATION: All vent 
hoods and associated duct work 
should be cleaned regularly. Hand 
holes, for inspection and cleaning 
purposes, equipped with tight- 
fitting sliding or swinging doors 
and latches, should be provided in 
the horizontal sections of the ex- 


38 


haust ducts. Such openings should 
be provided at the side of the hori- 
zontal run in order to prevent drip- 
ping of residue and should not be 
more than 20 feet apart. A residue 
trap and cleanout opening should 
be provided at the base of vertical 
risers. 

Substantial incombustible grease 
filters, specifically designed for 
that purpose, should be installed 
in the duct system. 

It is further recommended that 
some form of fire extinguishing 
equipment be installed in these 
vent hoods. Fixed pipe inert gas, 
dry powder or fine water spray 
system, either manually controlled 
or provided with combined manual 
and automatic controls, should be 
provided. 


EMERGENCY LIGHTING SYSTEM 


CONDITION: No emergency elec- 
tric power system, other than a 
battery supply for the operating 
room, is provided. At the time of 
the inspection, the operating room 
emergency lighting system was 
not in operative condition. 

COMMENT: It is important that 
emergency electric power be pro- 
vided so that operating rooms, cor- 
ridors, exits and other vital parts 
of the building can be supplied in 
an emergency. 

RECOMMENDATION: It is rec- 
ommended that an emergency elec- 
tric power source be provided, so 
arranged that an interruption in 
the main power source will not 
disturb the emergency electrical 
equipment and lights. 

Until such a time as a complete 
emergency power system can be 
provided, it is recommended that 
the operating room emergency 
lighting system be thoroughly 
checked and returned to full op- 
erating condition. 


FIRE EXTINGUISHERS 


CONDITION: A standpipe and 
hose system is provided in each 
section of the hospital building, but 
no hand chemical extinguishers are 
provided. 

COMMENT: A standpipe and 
hose system is a desirable means 
for combating small fires. However, 
it is somewhat bulky and hand 
chemical extinguishers are gener- 
ally easier to handle. 

In all cases of fire, however, it 


is imperative that the fire depart- 
ment be called at once. First aid 
fire fighting equipment is of great 
value but should not be relied upon 
except as an aid until the fire de- 
partment arrives. 

RECOMMENDATION: Install a 
sufficient number of suitable ap- 
proved fire extinguishers, bearing 
the label of the Underwriters’ 
Laboratories, Inc. One extinguish- 
ing unit should be provided for 
each 5,000 square feet of floor area 
on each floor in the hospital build- 
ing. These should be distributed 
so that there will be one unit with- 
in 100 feet of all portions of each 
floor. Extinguishers suitable for 
use on oil and grease fires should 
be provided in the kitchen and at 
other locations in the _ hospital 
where oils and greases may be en- 
countered. Hang all extinguishers 
so that the top is not more than 
five feet above the floor at marked 
locations easily accessible and free 
of obstruction. Test and recharge 
each year and attach tags showing 
date of recharging. 

At the time that hand chemical 
extinguishers are provided, it is 
suggested that the local fire depart- 
ment be contacted so that instruc- 
tions may be given to the hospital 
personnel in the proper use and 
handling of these extinguishers. A 
small bonfire may be built at a 
safe, well detached location and the 
actual extinguishment of a fire may 
be demonstrated. 


HAND RAILS 


CONDITION: Not all stairways 
are provided with hand rails. 

COMMENT: The lack of proper 
hand rails presents a serious acci- 
dent hazard, not only at times of 
disaster, but also in normal every- 
day use. 

RECOMMENDATION: Hand rails 
should be provided on all stair- 
ways. One hand rail is required 
when the stairways are less than 
44 inches in width. Hand rails on 
both sides are required when the 
stairways are more than 44 inches 
in width. When the width of a 
flight of stairs exceeds 88 inches, 
an intermediate hand rail, contin- 
uous between landings, securely 
supported and terminating at the 
upper end in a standard at least 6 
high, with no projections, should 
be provided. 
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A NEW HOSPITAL ADOPTS 


The heat pump: One unit for 


year-round air conditioning 


ILES MEMORIAL Hospital, now 
G under construction at Pearis- 
burg, Va., has a heating plant that 
is unique among hospitals. The 
source of heat for this hospital will 
be ordinary outside air, and heat 
will be extracted from this air by 
means of an electric heat pump. 
The heat pump system also will 
provide year-round air condition- 
ing, since, during the summer 
months, the cycle will be reversed 
to provide cooling with the same 
equipment. 

This method of heating and air 
conditioning has been under ex- 
perimentation since the middle 
1930’s. Three sources of heat may 
be tapped: Air, water or ground. 
During the past few years, success- 
ful installations of heat pumps 
have been made in homes and in 
commercial and industrial estab- 
lishments, but Giles Memorial 
Hospital is one of the first hospitals 
to make use of such equipment. 


THE PROJECT 

This hospital was one of the 
projects approved for grants-in- 
aid in the first allocation of funds 
in Virginia under the Hill-Burton 
Act. A three-story structure with a 
concrete ribbed floor system, it is 
to have 46 beds and 16 bassinets. 
Central service facilities are de- 
signed to serve an additional 15 to 
20 beds. Private rooms are of suffi- 
cient size to carry two beds if nec- 


_ 


_ This article was peseeret under the 
joint authorship of Ronald B. Almack, di- 
eter. Bureau of Hospital Survey and 
ponstruction, Commonwealth of Virginia; 
pon Ambrose, air conditioning engineer, 
merican Gas and Electric Service Cor- 
poration; M. K. Augenstein, administra- 
or, Giles Memorial Hospital, Inc., and 
th W. Bates, Bluefield district manager, 
€ Appalachian Electric Power Co. 
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essary. The basic design provides 
for maximum use of all hospital 
services with a minimum of traffic. 

The sponsoring group is the 
Giles Memorial Hospital Associa- 
tion. This group is a voluntary 
nonprofit association, incorporated 
as such by the Virginia State Cor- 
poration Commission. Local funds 
needed for construction were se- 
cured from the sale of county 
bonds, authorized in a_ general 
election. 

The funds from the sale of the 
bonds are under complete control 
of the sponsor. This method of se- 
curing local funds is unique among 
the approved hospital projects in 
the Virginia hospital planning and 
construction program. All other 
approved projects of this type have 
secured their local funds through 
public subscription. 


HEAT PUMP PROPOSED 
Before working drawings and 
specifications for the Giles Memo- 
rial Hospital were completed, the 
sponsors were approached by the 
Appalachian Electric Power Com- 
pany concerning use of a_ heat 
pump to heat and air condition the 
hospital. All groups concerned— 
Giles Memorial Hospital Associa- 
tion; Appalachian Electric Power 
Company; Stone and Thompson, 
architects; the Virginia State De- 
partment of Health (as the official 
state agency), and the Public 
Health Service—were interested in 
surveying the possibilities of such 
a system for a hospital. 
Effectiveness of the heat pump 
under all conditions of weather 
was investigated. Maintenance and 


length of efficient usefulness were 
considered as compared with other 
types of heating. Careful thought 
was given to the potential effect 
such a heating and air conditioning - 
system would have upon the care 
and comfort of patients in the hos- 
pital. Findings in each instance 
were favorable to the heat pump. 

Costs of the heat pump were 
compared with other types of heat- 
ing and air conditioning, including 
steam and hot water radiation, ra- 
diant heating, forced air circula- 
tion, and several types of air con- 
ditioning systems for portions of 
the building, as well as for the 
entire structure. 

Analysis showed that a _ heat 
pump furnishing year-round air 
conditioning to the entire building 
would be about the same, or slight- 
ly lower, in initial costs than oil- 
fired heating plus conventional air 
conditioning for the operating and 
delivery suites, the nursery and the 
emergency operating room. A com- 
parison of operating costs showed 
a saving of approximately. 10 per 
cent in favor of the heat pump. 

The year-round air conditioning 
feature of the heat pump for the 
entire building was particularly 
attractive because, in the system, 
filtered air is supplied constantly 
and correct temperatures and hu- 
midities can be maintained inde- 
pendently of outdoor climatic 
conditions. 


SELECTION OF EQUIPMENT 

The heat pump developed for 
the hospital consists of two 40-h.p. 
reciprocating freon 12 compres- 
sors, each having its own heat ab- 
sorbing and heat dissipating. sur- 
faces. Necessary pipe connections 
are installed to give two separate 
indirect systems. In these indirect 
systems, water is used to transfer 
the heating and cooling effect from 
the refrigerant to the conditioned 
space. Air is used as the heat source 
during the heating cycle, and air 
plus water sprays are used to re- 
move the heat during the cooling 
cycle. 

The distributing system supplies 
100 per cent fresh outdoor air. No 
recirculated air is used. The heat- 
ing and cooling effect for various 
portions of the building is supplied 
by a forced air circulation system, 
supplemented by small room air 
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conditioners along the external 
walls. The forced air circulation 
system also supplies all ventila- 
tion air. A main fan drives the 100 
‘per cent outdoor air through self- 
cleaning filters and over or around 
the air conditioning coils and hu- 
midifier. From the air. condition- 
ing coils and humidifier, the air 
goes into sheet metal ducts, which 
connect with the room units or to 
outlet grilles. 

Each of the small room air con- 
ditioners includes a circulating fan, 
filters and water coils, through 
which warm or cold water is cir- 
culated. Each unit is under contrel 
of its corresponding thermostat in 
order to satisfy independently the 
requirements of the space in which 
it is placed. 

A separate supply and exhaust is 
provided for each of the following 
areas: Kitchen, soiled clothes room, 
anesthesia storage spaces, morgue 
and laboratory. This segregates the 
air in these spaces from the air in 
the rest of the building. 


RECOVERING EXHAUST HEAT 


An interesting design feature of 
the heat pump system in Giles Me- 
morial Hospital is a provision for 
recovering some of the heat in the 
exhaust air that is normally lost 
in the heating cycle. A coil in the 
exhaust air duct just ahead of the 
fan serves as an evaporator. Dur- 
ing this cycle, the temperature of 
the exhaust air is reduced from ap- 
proximately 70° F. to 35° F. before 
being discharged to the outside. 
Thus the heat from the exhaust air 
is recaptured by the solution in the 
coil, raised to a higher temperature 
level by the heat pump and then 
used to heat the supply of air going 
into the building. 

During the cooling cycle, this 
same coil is used to get rid of some 
of the heat from one of the refrig- 
erating machines. At this time, it 
acts as a condenser and imparts 
some of the excess heat to the out- 
going air. 

This feature can be incorporated 
in any heat pump installation 
where large quantities of outdoor 
ventilation air are required. Mak- 
ing use of the exhaust air in this 
manner not only recovers heat that 
would be wasted otherwise but 
also materially increases the oper- 
ating efficiency of the heat pump. 
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Two 30-h.p. oil-fired boilers are 
used for the domestic hot water 
and steam requirements of the 
hospital. Provisions have been 
made so that the oil-fired boilers 
will serve as a standby for the 
heating system in case of an emer- 
gency breakdown and also as a 
booster if the building require- 
ments exceed the ‘heating capacity 
of the heat pump. 

Bids for construction of the Giles 
Memorial Hospital were opened in 
August 1949; actual work started 
the following month. The hospital 
building is expected to be complet- 
ed in September 1950. An admin- 
istrator for the hospital was em- 
ployed shortly after construction 
was begun and during the past 
year plans for operating the hospi- 
tal have been developed under his 
direction. All movable and ex- 
pendable equipment needed for the 
hospital has been placed under 
order. The medical staff has been 
organized and potential hospital 
employees are being interviewed 
and selected. The hospital is ex- 
pected to admit its first patients 
sometime during the month of No- 
vember. 


ANOTHER INSTALLATION 


Following the lead of Giles Me- 
morial Hospital, sponsors of the 
public health center in Roanoke, 
Va., will use the heat pump to heat 
and air condition their building. 
Air again will be the source of 
heat. As in the hospital project, the 
Appalachian Electric Power Com- 
pany and Stone and Thompson, ar- 
chitects, have developed plans and 
specifications. 

Facilities provided in the health 
center will include clinic examina- 
tion rooms, consultation rooms, of- 
fices for personnel, laboratory and 
an auditorium. 

All individuals and groups con- 
cerned will observe with interest 
the operation of the heat pump in 
these projects. Costs of mainte- 
nance and operation will be an- 
alyzed, patient reaction secured, 
and administrative problems con- 
sidered. 

From these considerations, an 
evaluation will be made of this 
comparatively new system of heat- 
ing and air conditioning as applied 
to hospitals and public health 
centers. 
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A 100-year-old idea has 
been dusted off and util- 
ized for the heating of large 
buildings. It works on the 
principle of heat exchange 
produced by evaporation 
and condensation of a fluid. 


HE HEAT PUMP often has been 

described erroneously as a de- 
vice that makes heat from cold. 
Although its performance does 
have an almost magical quality, 
it does not manufacture heat where 
there was no heat before. 

The heat pump does take sparse- 
ly distributed units of heat and 
concentrate them so that they can 
be channeled off to warm a build- 
ing. Loose usage of terms has cre- 
ated the apparent paradox of “heat 
manufacture.” It helps if one re- 
members that heat is a quantity 
and should be distinguished from 
temperature, which is a_ level. 
Heat, like water, flows from areas 
of a higher level or temperature 
to areas of lower level or tempera- 
ture. 

The first requirement for a suc- 
cessfully operating heat pump is 
a constant and almost unlimited 
source of heat units for the pump 
to extract. In the Giles Memorial 
Hospital, ordinary air is this 
source, but ground water or the 
earth itself also may be _ used. 
(Even though the heat source may 
be at a temperature close to the 
freezing point, it will still have 
plenty of heat units, since at this 
temperature it is still far above the 
level where there is no heat— 
minus 459.8° F.) 

Next there must be some vehicle 
for picking up this heat and trans- 
porting it. This is the same fluid 
most often used in the ordinary 
household refrigerator—freon. Ac- 
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How the heat pump works, 


a refrigerator in reverse 


tually, the operation of the heat 
pump is much like that of the or- 
dinary refrigerator, except that it 
is in reverse. Engineers often speak 
of the heat pump system as “re- 
verse cycle refrigeration.” 

In the beginning of the heating 
cycle, the freon starts out as a gas 
that is colder than the heat source. 
In passing through the air, ground 
or water, it picks up enough heat 
units to bring it to the same tem- 
perature as the source. 

The freon then goes to an elec- 
trically powered compressor where 
its new-found heat is concentrated 
by squeezing action. The hot com- 
pressed gas passes from here to the 
heat exchanger, which may be a 
fan or a water jacket, and gives 
up its heat units so that they can 
be passed on to warm the building. 

As the compressed gas gives up 
its warmth, it becomes a liquid and 
starts back to pick up more heat. 
At the heat source it is allowed to 
expand to gas again and conse- 
quently chills down to approx- 
imately the same temperature it 
had at the beginning of its journey. 
Then the cycle is complete and the 
freon is ready to gather up another 
load of heat. 

The only real difference between 
the heat pump and a refrigerator 
is in the purpose of the user. As a 
matter of fact, the heat pump can 
be and will be used for refrigera- 
tion in the hospital described on 
these pages. 

In ordinary refrigeration, heat 
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is picked up from the inside of a 
box and thrown off as discard. The 
heat pump makes use of this heat 
without attempting to utilize the 
chilling effect imparted to the heat 
source—-earth, water or air. When 
a heat pump installation is used 
for cooling air, however, there is 
no longer a parallel. The heat 
pump and the refrigerator are 
identical. 

When used for this purpose, 
liquid freon is allowed to expand 
and evaporate at the point where 
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it passes the heat exchanger. In 
doing so it chills the air entering 
the building and provides summer- 
time air conditioning. After it has 
soaked up the excess heat, the fre- 
on is compressed, cooled and liqui- 
fied again, ready for another trip 
through the circuit. 

A special feature of the Giles 
Memorial Hospital unit that de- 
serves comment is the provision of 
100 per cent outdoor air without 
excessive waste of heat in winter 
and without loss of the chilling 
effect in summer. 

This is accomplished by installa- 
tion of coils on the exhaust fans 
which soak up heat in the winter 
and give off heat in the summer. 
The effect is to extract the desired 
characteristic from the air just be- 
fore it leaves and to discharge only 
impure air. 

In many parts of Europe, espec- 
ially where there is plenty of hy- 
droelectric power available, the 
heat pump is an old story. Coun- 
tries like Norway, Sweden and 
Switzerland have been using them 
for years. A plant installed some 
15 years ago in Zurich, Switzer- 
land, heats 142 buildings and is 
the world’s largest of its kind. 


A SIMPLIFIED diagram of the heat pump shows direct transfer of heat from the coils 
to the air. In the Giles Memorial Hospital installation, an indirect system is employed 
where the heat is first transferred to a circulating water system and thence to the air. 
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Tuscaloosa has raised $400,000 a year 
this way, and even veteran politicians 
were surprised at the public response. 


A county-wide sales tax 


finances construction 


D. O. McCLUSKY JR. 


COUNTY-WIDE one per cent sales 

tax has proved a_ successful 
provider of funds for a new Druid 
City Hospital in Tuscaloosa, Ala. 

This tax, which has been in ef- 
fect slightly over two years, is 
producing approximately $400,000 
per year. If funds can be raised 
this rapidly in Tuscaloosa, many 
other hospitals also could be paid 
for in cash or on a “pay-as-you- 
go” basis. Many would find it un- 
necessary to issue warrants, even 
for a short term. 

Some people grant that this is a 
rapid method for raising funds, 
but ask immediately, “What does 
the public think of it?” Actually, 
that is the most unusual part. 
There is surprisingly little com- 
ment about the sales tax. I would 
not imply that there is none, but 
veteran politicians have expressed 
amazement at the lack of opposi- 
tion. Most of them say that they 
have never seen a tax accepted so 
quietly by the public. There were 
several elements in this program, 
however, that made it so success- 
ful. 

Tuscaloosa is a town of 50,000 
people in which the population has 
approximately doubled in 10 years. 
The entire county has a population 
of 70,000. In addition, Tuscaloosa 
is the trade center of this county 
and four others. All five depend 
upon the Druid City Hospital for 
hospitalization. Consequently, for 
about 10 years the 74-bed com- 
munity-owned hospital had failed 
to meet the need. In September of 
1946 the hospital was deeded over 


Mr. McClusk 


is administrator of Druid 
City Hospital, 1 


uscaloosa, Ala. 
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to the city of Tuscaloosa and Tus- 
caloosa County so that a method 
of obtaining capital for a new 
building could be developed. 

At the same time, the city and 
county obtained a wing of the old 
Northington General Hospital in 
order to meet the bed shortage. 
This wing, consisting of nine 
buildings, was remodeled as nec- 
essary to convert it for temporary 
use as a general hospital. Though 
admittedly unsuited for a general 
hospital, the buildings have served 
well during the interim until the 
new building can be occupied. 

For years the public has been 
aware of the need for hospital fa- 
cilities in this area. The acute need 


resulted in the governor’s appoi1:t- 
ing a citizens’ committee to make 
a study and recommend a method 
for raising money to be used with 
Hill-Burton funds to provide ace- 
quate hospital facilities. This com- 
mittee, after considering several 
proposals, announced that it rec- 
ommended a sales tax, amounting 
to 50 per cent of the state sales tax 
(two per cent). The recommenda- 
tion was accepted by the public 
as being sound. 

Soon after the committee made 
its report, the state senator and 
two legislators prepared and intro- 
duced a bill, which later became 
law, creating a sales tax of one per 
cent in Tuscaloosa County, the 
proceeds of which were “to be 
used exclusively for hospital pur- 
poses and maintenance, operation, 
construction and improvement of 
said public hospital.” The bill pro- 
vided further that the city and 
county might issue and sell rev- 
enue warrants, but that not more 
than 80 per cent of revenue could 
be pledged toward such warrants. 


In a test case later, the courts 
ruled that because the tax was im- 
posed by act of legislature and not 
by public referendum, warrants 
could not be issued unless ap- 
proved by such referendum. This 
meant that we could borrow only 
up to the constitutional debt limit 
of the local governing bodies, 


A NURSE turns one of the first spadefuls of earth (below) to mark the beginning of 
construction for Druid. City's new 202-bed hospital. Total cost for the new hospital has 
been set at approximately $3,124,000. At right, Senator Lister Hill, co-author of the 


Hill-Burton hospital construction act, delivers the principal address of the 


ceremony. 
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which would be insufficient for our 
immediate needs. 

The state agency had recom- 
mended a 200-bed regional hospi- 
tal, with plans for eventual expan- 
sion to 300 beds. Such a project, 
costing around $3,000,000, would 
require, at that time, $2,000,000 
local money, since no state funds 
were available. In order to provide 
for revenue warrants, our attor- 
neys worked to develop a new bill 
changing the board to a corpora- 
tion. This, however, was also ruled 
out. 

At the same time the bill creat- 
ing the sales tax was introduced 
a companion bill was introduced 
and enacted, creating a board of 
trustees which would build, equip 
and operate a new Druid City 
Hospital and operate the present 
hospital during the interim period. 
It has full authority, even though 
ownership is vested in the city and 
county of Tuscaloosa. 


The act creating the board of 
trustees provided for nine mem- 
bers, to be appointed as follows: 
Two by the city of Tuscaloosa, two 
by the county of Tuscaloosa, one 
by the city of Northport, two by 
the Tuscaloosa County Medical 
Society from its own membership, 
and one by each of the two circuit 
judges in this county. Original 
appointments were made for 
staggered terms so that reappoint- 
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ments would be made for three- 
year terms, creating three vacan- 
cies per year. The board is 
responsible only to the public and 
not to any of the appointing au- 
thorities. ‘ 

The companion bill stated fur- 
ther that the board shall provide 
for charity, and that indigents re- 
ferred by the city or county shall 
be by certificate and the body issu- 
ing such certificate shall be re- 
quired to pay all fees and charges 
for such patients. 


POLITICS AVOIDED 


To insure that the hospital will 
be completely removed from poli- 
tics, Section 4 of the act reads: “It 
is the aim of this act to provide a 
Hospital Board of patriotic citizens 
actuated by humanitarian outlook 
and interest who shall serve for 
the common good without com- 
pensation and at the same time to 
create a Hospital Board so selected 
as to be as free as possible from 
politics and selfish interests who 
will maintain and operate ample 
and suitable hospital facilities for 
the sick and suffering then in Tus- 
caloosa County in a scientific and 
economical way, and all appoint- 
ing authorities will bear this in 
mind in the choice and selection 
of members of the Druid City Hos- 
pital Board.” 

During a recent city commission 
election, a political rally was sched- 
uled at which all candidates were 
to present their platforms. It was 
rumored in advance that certain 
candidates planned to attack the 
method by which the act was 
passed as being undemocratic, 
since there was no vote by the 
people. 

The man who was asked to pre- 
side at the rally is a member of 
the present board of trustees. In 
his introductory remarks he re- 
viewed briefly the hospital needs, 
and added further that one of the 
purposes of the act creating the 
board was to insure that the hos- 
pital never be involved in politics. 
He pointed out that the city com- 
mission was in no way responsible 
for the creation of the tax nor 
was it responsible in any way for 
the operation of the hospital. 

He added further that in his 30 
years of observing politics in the 
county he had never seen a tax 


imposed on the public and accept- 
ed with such little criticism and 
that, in view of these facts, it was 
his opinion that the surest way any 
candidate could kill himself polit- 
ically would be to attempt to inject 
the hospital program as an issue. 
The chairman was applauded 
roundly for his comments and not 
a single candidate mentioned the 
hospital in his talk. 

With the passage of the amend- 
ment to the Hill-Burton Act, it 
was no longer necessary that the 
board seek a way to issue revenue 
warrants. With federal participa- 
tion now doubled, the sales tax 
will raise enough local funds to 
complete the project without war- 
rants. 

The act creating the sales tax 
made no provision for removal of 
the tax except to say that the 
money so collected may be used 
only for.hospital purposes. A spe- 
cific date for removal would have 
hindered the possibility of selling 
warrants, and therefore no definite 
date was mentioned. The sales tax 
can be removed only in the same 
manner ‘it was imposed, by legisla- 
tive act. The board of trustees has 
stated publicly that the tax would 
be removed upon completion of 
the hospital project. The earliest 
possible date that this could be 
done would be June 1951, when 
the legislature reconvenes. 

In contrast to the success of the 
sales tax program, it is significant 
that a property tax for schools in 
this area has been voted down 
twice. Many feel that a property 
tax for 30 years is an unsound ap- 
proach when revenue may be ob- 
tained in a comparatively short 
period through a sales tax. Others 
argue to the contrary, but the re- 
sults speak for themselves. 

Some ask why Tuscaloosa Coun- 
ty should tax itself to build a hos- 
pital used also by four other coun- 
ties. Here again is the advantage 
of a sales tax. The people of those 
counties trade in Tuscaloosa in 
about the same proportion as they 
will use the hospital. 

We feel that our program is a 
sound approach toward procuring 
funds for hospitals. I personally 
feel that such a method deserves 
consideration by others who find 
themselves in circumstances sim- 
ilar to ours. 
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Some have:said that student nurses 
are exploited. Here three authors 
show why this charge is not true. 


Nursing education: What 


it costs the hospital 


HERBERT M. WORTMAN, M.D., F.A.C.H.A. 


INCE MODERN nursing education 
S is expensive, its cost and who 
should pay it is an important sub- 
ject, especially to voluntary hospi- 
tals conducting schools of nursing. 
It is also timely for the hospitals 
without such schools to know of 
the added responsibility and finan- 
cial load carried by those hospitals 
that do. 


COST OF NURSING EDUCATION 


The expense of conducting the 
school of nursing at the 305-bed 
Mountainside Hospital, Montclair, 
N. J., is shown by the following 
figures, derived from six detailed 
cost analyses: 


Total Av. annual 
annual Av.no. cost per 
Year cost students student 
1939 $ 60,000 85 $ 700 
1943 91,000 103 883 
1944 107,000 121 887 
1945 105,000 113 928 
1948 131,000 70 1,875* 
1949 140,000 74 1,891* 


*This is over $5,600 for three years. 
With 100 students, as now enrolled, the 
cost would be lower, possibly about $5,000. 
A cost study this year will determine 
this difference. These costs do not in- 
clude depreciation on buildings. 

To show that comparable situa- 
tions existed in other institutions, 
below are figures for two voluntary 
general hospitals in New York 
state that had similar analyses 
performed by the same cost ana- 


lyst. 





Total Av. annual 
annual Av. no. cost per 
cost students student 
Hospital A $210,000 188 $1,116 
(1945) 
Hospital B 104,000 118 878 
(1946) 
Dr. Wortman is director of the Moun- 
tainside Hospital, Montclair, N. J. This 


article was adapted from a paper he pre- 
sented at the Middle Atlantic Hospital 
Assembly, Buffalo, N. Y., May 1950. 
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It is easy to see that the cost of 
nursing education, at least for the 
three-year diploma course, has 
more than doubled in 10 years. Of 
course, in making such compari- 
sons, proper evaluation must be 
made for the size of different 
schools and the varying number of 
students per year within the same 
school. Such costs, particularly in 
hospitals that are already carrying 
a heavy charity load in ward, clinic 
and emergency ward services, have 
become so high that it has made 
these hospitals ask who should 
pay for nursing education, since its 
cost is included in the charity load. 


WHO PAYS NOW 


The cost studies have shown the 
extent of the charity load and how 
it is paid for. For example, our last 
cost figures showed that the cost of 
ward, clinic, and emergency ward 
services was about $415,000, of 
which $120,000 was collected di- 
rectly from patients, another $60,- 
000 paid by governmental agencies 
for the indigent patients, and about 
$110,000 contributed by four Com- 
munity Chests. There remained, 
therefore, a charity deficit of about 
$125,000. Even after applying 
against this our endowment fund 
income and other special gifts to- 
taling $33,000, a deficit of $92,000 
on charity services still remained. 
As no other sources of income were 
available, this amount was paid 
by those patients who paid more 
than cost for services. They were 
from only one group, the strictly 
private patients, since our semi- 
private patients pay just about 
cost. 








Another factor is that of the 
value of nursing service contrib- 
uted by student nurses as a part 
of their courses of training. During 
the last two cost studies, a special 
analysis made of this factor re- 
vealed that of the average cost per 
student of $1,891 per year, the stu- 
dent returned in service $1,214. 


ALLOCATION OF COSTS 


This credit was based on the 
average number of hours of nurs- 
ing service given by each student, 
about 1,400, at an hourly rate of 
pay of 87 cents, which is 70 per 
cent of the average rate of pay for 
graduate nurses. The following 
figures show in detail how this 
worked out for 1949. 


Average per 


Costs Total student 
Student food $51,300 $ 693 
Student housing 36,500 493 
Hospital care 2,200 30 





Total cost of 

student nurses 
Faculty costs and 
maintenance 


90,000 1,216 
50,000 675 





Total cost of 

nursing school 
Value of student 
services for year* 


140,000 1,891 
89,836 1,214 





Cost to hospital 50,164 677 
Tuition 5,000 67 





Net cost 
to hospital 


*1,396 hours at 87¢. 


$45,164 $ 610 


There still exists the feeling 
among many that a hospital profits 
from the services provided by the 
student nurses. If this were ever 
true, it certainly has not been true 
in recent years in our hospital. A 
poorly managed school of nursing 
may not be a costly venture and 
may even be profitable, but it is 
not one that a person wants to 
conduct or to attend. 


SCHOOL COSTLY 


The director of our nursing de- 
partment thoroughly concurs that 
to conduct a first-class school of 
nursing will cost the hospital 
money. This covers the costs of: 
A well-prepared faculty, both in 
quality and quantity; adequate 
teaching facilities and equipment 
for laboratories, libraries, and 
classrooms; sound health, recrea- 
tional, and guidance programs, 
affiliations for public health, psy- 
chiatric, and other special types of 
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nursing not found in many general 
hospitals; extra-curricular activi- 
ties for well-rounded education; 
and adequate housing. 

Our cost study has shown that 
the costs of maintaining student 
nurses and conducting a school of 
nursing were allocated to the fol- 
lowing services: 

General ward inpatients 
(including newborn) 
Private and semiprivate 
patients (including newborn) 
Operating room 

Delivery room 

Outpatient department 


Emergency ward 
Central supply room 


$ 43,100 


46,400 
14,100 
9,300 
4,500 
4,500 
2,900 

Subtotal 124,800 

Proportion of hospital 
administrative cost allocated 
to nursing school 

Cost of hospital care 

of student nurses 


13,000 
2,200 


Total $140,000 

It is interesting to note that in 
our cost study the value of nursing 
service contributed by student 
nurses on some of the services 
were as follows: Cost of each oper- 
ation, 12 per cent, or $3.50; cost of 
each delivery, 27 per cent, or $6; 
cost of each clinic visit, 10 per cent, 
or 33 cents; and cost of each emer- 
gency ward visit, 15 per cent, or 
75 cents. 


VALUE OF NURSING SERVICE 


Of the nursing service contribut- 
ed toward bed, board and routine 
care, the average of this service 
was about $1 per day, ranging from 
23 cents for private medical and 
surgical patients to $2.85 for ward 
medical and surgical patients and 
53 cents for ward newborn infants. 

Comparison of figures given in 
the various tables shows that of 
the $140,000 it cost to run our 
school of nursing in 1949, the stu- 
dents contributed toward that cost 
about $90,000 in terms of nursing 
service. This amount of contribut- 
ed nursing service offsets the cost 
of the school of nursing allocated 
to the various services except for 
that amount allocated to the pri- 
vate and semi-private patients plus 
the cost of the students’ hospital 
care. 

It is likewise easy to deduce that 
of the total cost of $140,000 the 
cost of the student nurses’ board, 
Toom, and sickness was $90,000, 
Which is almost the exact value of 
the nursing service contributed by 
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the students. Thus, the students, 
in effect, earn their board and 
room. 

The balancing figure of $50,000 
represents the salaries of the fac- 
ulty and the value of the main- 
tenance provided them. This is 
about the amount paid by private 
and semi-private patients as their 
contribution to meet the deficit on 
maintaining the school of nursing. 


WHO SHOULD PAY 


It is generally recognized by 
hospital. authorities that with the 
present extremely high cost of be- 
ing sick, there is a limit to which 
the private patient can be expected 
to pay for charity deficits and for 
deficits sustained on conducting 
schools of nursing. It is also advo- 
cated by national and state nurs- 
ing organizations, as well as by the 
American Hospital Association and 
organized medicine, that there 
should be some form of subsidy 
for meeting the cost of nursing 
education. 

The net cost to a hospital for 
conducting a school of nursing 
should be met on some joint basis 
from three sources: (1) An in- 
crease in the tuition fee for student 
nurses; (2) some form of govern- 
ment subsidy, and (3) the hospital 
conducting the school of nursing. 
Hospitals in the same community 
not conducting schools of nursing 
might be expected to participate in 
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ONE FOR THE RECORD 


treatment of Indian patients. 


assuming some of this net cost now 
borne entirely by the hospital with 
the school of nursing. 

To back up this formula are the 
following facts: (1) Student nurs- 
es’ tuition fees are now a mere 
token and in no way attempt or 
begin to meet the cost of conduct- 
ing a school. (2) The principle that 
government in some way should 
assist in the cost of nursing edu- 
cation appears ‘sound. (3) Hospi- 
tals, although faced with charity 
and other deficits, undoubtedly re- 
ceive intangible benefits that ac- 
crue from conducting a school of 
nursing, no small part of which is 
in better service provided patients. 
In addition, however, there are 
probably a few hospitals that re- 
ceive special funds or even have 
fairly good-sized endowment funds 
given or maintained for their 
schools of nursing. : 

The formula is sound, although 
the relative amounts to be received 
from the three sources could vary 
widely, based upon the circum- 
stances surrounding the individual 
school. Whether or not the sug- 
gested formula has any merit, it 
will become more and more essen- 
tial for a hospital conducting a 
school of nursing to know the cost 
of the school, to what extent that 
cost is offset by nursing service 
contributed by students, and who 
pays the net cost before it can de- 
termine who should pay the cost. 
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Room for suspicion 


A VERY PROUD TRIBE of Indians in one section of the country was 
contributing to the construction of a local community hospital. 
The Indians’ pride insisted upon completely separate facilities for 


Upon completion of the hospital, 


someone noticed a sign on one of the rooms saying ‘Suspect Nurs- 
ery,” and he asked the purpose of such a room. 

“In one section of the hospital,’ came the reply, “there is a 
nursery for Indian patients; in another section there is a nursery 
for patients who are not Indians. When the nurses are not sure 
which it is, the infant is placed in the ‘Suspect. Nursery’.’—JOHN 
R. McGipsony, M.D., chief, Division of Medical and Hospital Re- 
sources, Public Health Service, Washington D. C. 


Any good anecdote is one for the record. Share yours by sending it to “One for 
the Record,” editorial department of HospiTats, 18 E. Division Street, Chicago 10. 














NURSING EDUCATION—II 


There is no 


C. E. COPELAND 


NTIMATIONS FROM nurses and 
I nurse educators that they were 
exploited while in training often 
have been heard. For some time it 
has seemed that hospital adminis- 
trators should determine, just as 
a matter of information for them- 
selves if for no other reason, the 
truth of these intimations and en- 
deavor honestly to have an answer 
to this rather disturbing problem. 

Remembering the hardships to 
which students were subjected in 
years past, I was more than sus- 
picious that there might be a lot - 
of truth in the statement that stu- 
dent nurses are being exploited 
by their schools. Therefore, I set 
out to investigate the matter in 
our 500-bed Missouri Baptist Hos- 
pital. 

As we do not maintain a cost 
accounting system, it was neces- 
sary, in order to determine the 
facts as they pertain to the cost of 
our school, to work out a simple 
but accurate cost system. This in- 
volved the measurement of our en- 
tire building area, which amounted 
to 2,937,294 cubic feet. When the 
quarters used by the training 
school were deducted from this fig- 
ure and a percentage established, 
it was comparatively simple to de- 
termine the cost of light, power, 
and heat for the maintenance of 
the training school. Costs of food 
supplies and faculty salaries could 
be figured exactly at cost, whereas 
salaries of those employees who 
devote a part of their time to the 
training school were split on a bas- 
is of actual time spent on the train- 
ing school program as against the 
time spent at other duties. For in- 
stance, the salary of the director 
of education was figured at 100 per 
cent, whereas the salary of the op- 
erating room supervisor, who de- 





Mr. Copeland is superintendent of Mis- 
souri Baptist Hospital, St. Louis. 
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exploitation 


votes very little time to the train- 
ing of student nurses, was figured 
at 4 per cent. This salary break- 
down is: 


Director of education................ 100.0% 
Housemothers (2) ..................-- 100.0 
MIRE ep eho eee SS SS 100.0 
ME GRO fe ck oA Akl. usd 100.0 
Coo elute coe (:): | aalalee ae eee earaEee 96.0 
Maid (classrooms) ..................-- 91.7 
Director, OL NUPses........--..-.--.-.-.. 50.0 
Secretary, nursing office............ 50.0 


Duplicating machine operator... 49.0 
(2 mos.—18%, 10 mos.—55%) 


ROSNER MAMIE ooo, oa52 ase ccdignceseeacks 37.5 
Ass’t operating room supr......... 20.0 
Psychiatric supervisor .............. 20.0 
Ra RN OR ERNOD oo ass occa nce psoensensce 20.0 
Obstetrics supervisor ................ 18.8 
Floor supervisors (3)................ 12.5 
MEMRAINTD ooo oo cscs snsedencves de 12.5 
(OR gE RE OR ee te ee ne 5.0 
Operating room superviso-...... 4.0 
Central supply supervisor........ 4.0 


On this basis it was determined 
that costs chargeable to the train- 
ing school were as follows: 


CL Seen te eee $ 36,804.56 
Housekeeping ...................... 8,655.03 
BAGINVONANCE oo oc.2020cc52-c000-0-<00 8,032.47 
Plant operation .................... 6,951.71 
PDEBTOCIBUON  q.......00:0..02--c00s0 6,840.16 
OO 1 ers Re erie ered 4,992.25 
0 TS SRE EE Renee ee eee 187.38 
CN, ESSE es a aeege nee ere ar 37,369.56 


Total ‘costs chargeable 
against training school $109,833.12 


The period used for the study 
was our fiscal year ending June 30, 
1949. During that year our aver- 
age student enrollment was 66, and 
the hours of floor duty rendered 
were broken down as follows: 


GOO CS | eee ee eee 4,536.5 
RPDIDINOTIMOTIOR 5 wo seccsoncceccsacoecocecsssoee 26,178.4 
[1 oS RINE teenie mie 29,347.5 
PMRMEMES go ose noch chs wc see ts asec 32,755.0 

MP ok k 2s. oe eae bts lk. 92,817.4 


The starting salary for graduate 
nurses in our hospital is $1.11 per 
hour. The value of the student 
nurses for floor duty in comparison 
with graduate nurses depends upon 











the length of time they have becn 
in the school. The services of pre- 
clinical students for the first three 
months have no value. From three 
months to a year, a student is 
considered to be worth 25 per 
cent of a graduate nurse’s salary. 
During her second year, she is 
worth 55 per cent of a graduate 
nurse’s salary, and in her third 
year her services are valued at 75 
per cent of the salary of a gradu- 
ate nurse. 

Based upon these percentages, 
the total value of hours of floor 
duty contributed by the student 
nurses in the year was $53,470.48, 
and the average number of hours 
of floor duty per student was 
1,406.3 per year. The average 
amount, therefore, contributed by 
each of our 66 students for the year 
was $810.16. Our tuition is $210 for 
the three-year period, which would 
be $70 for one year. 

The annual average cost of edu- 
cating each student was $1,664.14, 
and the average income from her 
was $880.16, leaving a net cost to 
us for her education of $783.98. 

Total Av. annual 

annual cost per 

cost student 
Cost of training..$109,833.12 $1,664.14 
Value of service.. 53,470.48 810.16 





Cost to hospital$ 56,362.64 $ 853.98 
Incceme from 





LLL: fe) eee 4,620.00 70.00 
Net cost to 

hospital ........ $ 51,742.64 $ 783.98 
This is especially interesting 


since it seems to show clearly that 
regardless of what abuses and ex- 
ploitations student nurses have 
been exposed to in the past, cer- 
tainly at present, when student 
nurses put in only a 44-hour week 
in combined classroom and floor 
duty, they are not being exploited 
to the benefit of the hospital. In- 
stead they are receiving a very 
expensive education at little cost 
to themselves. 

Hospitals maintaining schools of 
nursing are doing so at a consider- 
able cost, which they are perfectly 
ready and willing to stand. In fair- 
ness to these hospitals, however, it 
should be said that they are not 
operating their schools at a profit 
but instead are rendering a great 
service to the individual student 
and the nursing profession as 4 
whole. 
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OSPITALS ALWAYS have been in 

the position of providing for 
the education of nurses through 
their schools of nursing primarily 
because facilities for nursing edu- 
cation were not available else- 
where. The hospitals have been ac- 
cused unjustly of operating these 
schools for their own benefit and 
of making a profit from this opera- 
tion. The following account of a 
cost study will show that such 
charges are untrue. 

This cost study was made at the 
California Hospital School of Nurs- 
ing for the six-month period end- 
ing December 31, 1949. The school 
of this 317-bed hospital offers a 
three-year course of training, cul- 
minating in a diploma.-in nursing, 
and conducts a degree and a non- 
degree program. 

Students entering the nondegree 
program may do so following grad- 
uation from high school. Profes- 
sional courses in both programs are 
identical. Students in the degree 
program have had _ pre-nursing 
sciences. Students in the nondegree 
program are required to take basic 
sciences at Los Angeles City Col- 
lege. Credit for these courses may 
be used later if upon graduation 
the student decides to study at a 
university for her bachelor degree. 
The school of nursing is affiliated 
with the University of Southern 
California for its degree program. 

There is a registration fee for 
both levels of student training of 
$35.00, plus a yearly fee of $15.00. 
The student receives board, room, 
laundry of uniforms and medical 
services during the entire period 
of her training. 

Student services to the hospital 
are evaluated on the basis below: 

Value of 
grad. 


Period nurse 
First 3 months 
3 months to 1 year 
l year to 2 years 
Third year 


For the purpose of this study it 
was assumed that there was an 
equal distribution of student nurs- 
es in each of these groups. The stu- 
dent nurse hours for the entire 
three-year training period were 
then separated into classroom 


—— 


Mr. Peale is assistant superintendent of 
the California Hospital, Los Angeles. The 
above account was taken from a talk he 
Made before the Association of Western 
Hospitals, Seattle, April 1950. 
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NURSING EDUCATION—III 


Cost studies tell the story 


GEORGE E. PEALE 


hours, affiliation hours, vacation 
hours, and floor hours. Floor hours 
were evaluated on the basis of the 
schedule referred to previously. 

The income from fees from the 
students during the _ six-month 
period under study was $1,967; 
students’ services to the hospital 
were evaluated at $63,172.72. Thus, 
the total income was $65,139.72, or 
$118.01 per student per month. 
There was an average of 92 stu- 
dent nurses during the time of this 
study. 

Expenses for the 
period were as follows: 


Toto! Per student 

Item six months per month 
Salaries $13,335.96* $ 24.16 
Group insurance 903.52 1.64 
556.63 1.01 
559.30 1.01 


six-month 


Misc. supplies .. 

Medical, including 
physical exam- 
inations 

Food, food 
service 

Laundry 
(uniforms) .... 

Miscellaneous 


3,798.92 6.88 
38,972.25 70.60 


1,420.38 2.58 
372.17 67 





Total $59,919.13 $108.55 


In addition to this cost, there 
were the following costs applicable 
to student nurses’ dormitory: 


Total Per studeni 
Item six months per month 
Laundry $ .86 
Housekeeping Y 10.81 
Utilities 2.20 
Maintenance and 
repairs A 1.79 
2:17 
Insurance : .83 
Interest, 
financing cost .... 
Depreciation 


960.00 1.74 
2,871.75 5.20 





$14,132.03 $25.60 


*This included the salaries of instructors 
in the school of nursing as well as an 
evaluation of the time spent in instruction 
by the various floor supervisors and the 
director of nurses. To arrive at this evalu- 
ation, each supervisor was asked to esti- 
mate the time spent in training the stu- 
dent nurses. 


Most of these are actual costs 
obtained by time studies and an- 
alyses of charges that could be 
traced directly to the school of 
nursing. Where an arbitrary allo- 
cation was necessary, the gener- 
ally accepted basis as recommend- 
ed in the American Hospital Asso- 
ciation’s “Handbook on Account- 
ing, Statistics and Business Office 
Procedures for Hospitals” was fol- 
lowed. 

The total cost for the six-month 
period was $74,051.16, or $134.15 
per student per month. The net 
cost was $8,911.44, or $16.14 per 
student per month. This is a total 
net cost of $581.04 per student for 
the three-year period. In terms of 
patient days, it is 18.5 cents per 
patient per day. 

It is important to establish the 
costs of the school of nursing. A 
separate set of books is of even 
greater value than a cost analysis 
made at various time intervals. 

Theoretically, it is probably not 
fair to charge the patient with the 
cost of educating the student nurse, 
except to the extent of actual nurs- 
ing service provided by the stu- 
dent. On the other hand, there is 
no question that a hospital with a 
school of nursing provides better 
nursing care to the patient. There 
is a constant review of basic nurs- 
ing principles by the teaching su- 
pervisors; the graduate staff nurs- 
es are more apt to perform nursing 
duties with greater care when they 
know they are being observed by 
the student nurse; and a greater 
spirit of pride in the profession of 
nursing is developed in a teaching 
institution. It would be difficult to 
place a dollar value on this more 
efficient service to the patient, but 
when the net cost of the nurse’s 
education is only 18.5 cents per day 
to the patient, the charge is justi- 
fied. 
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A TEAM OF EXPERTS PROVIDES 


Salesmanship for careers 


in the field of health 


EMILY K. JOHNSON 


N THE SPRING of 1949, public re- 

lations at Rhode Island Hospital 
presented to the management com- 
mittee an idea for a program de- 
signed to give youth groups in 
Rhode Island a bird’s-eye view of 
careers in the field of health. 

The gist of the program was to 
take a group of young and attrac- 
tive “experts” from the profes- 
sional ranks of the hospital to 
schools and clubs—the source of 
supply from which reinforcements 
must be drawn. The program was 
labeled “Careers in the Field of 
Health.” 

The first, and frankly experi- 
mental, presentation was made in 
November 1949 at a general as- 
sembly at Lincoln School, a private 
day and boarding school for girls 
in Providence. About 100 pupils, 
aged 9 to 17, were present. 

The second presentation was 
made on a Sunday afternoon in 
February 1950 at a joint meeting 
of three fellowship groups from 
Congregational churches in Provi- 
dence, Rumford and Pawtucket. 
This audience was made up of boys 
and girls 12 to 18 years old. 

In March 1950 the team went to 
Cumberland High School, Valley 
Falls, to present the program at a 
general assembly period before a 
mixed audience of about 150. 

Dr. Hugo V. Hullerman, as- 
sistant director of the hospital, 
acted as master of ceremonies at 
the first meeting. He opened with 
an approach guaranteed to win im- 
mediate attention: ‘‘An accident is 
reported ... A Rhode Island Hos- 
pital ambulance races through the 
city streets with sirens screaming 
to bring an injured citizen to the 


_Mrs. Johnson is director of public rela- 
tions at Rhode Island Hospital, Providence. 
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accident room.” Then he described 
briefly the accident room, what 
happens when an accident case 
comes in and the people who swing 
into action. Carrying this theme 
through the entire program, he in- 
troduced the following: A medical 
intern, a nurse supervisor-instruc- 
tor, a laboratory technologist, a 
dietitian, an occupational therapist, 
an administrative resident, a 
medical social service worker and 
a personnel worker. An opportuni- 
ty was given following the meet- 
ing for students to talk with in- 
dividual members of the group. 
At subsequent meetings, Jerome 
T. Bieter, administrative assistant, 
took Dr. Hullerman’s assignment. 
In addition to the name and title 
of the speakers, the introductions 
included the educational back- 
ground and college degrees held 
by each individual speaker. This 
information seemed to make quite 
an impression, particularly on 
faculty row. From remarks made 
after the meeting by students as 


well as faculty it was evident that 
the speakers opened up entirely 
new avenues of thinking, not only 
about the caliber of people who 
work in hospitals but also about 
the many interesting jobs. 

Each participant in the project 
was allotted a maximum of five 
minutes in which to outline, with a 
liberal dose of case histories and 
personal experiences, the educa- 
tional requirements, job op- 
portunities and job satisfactions of 
his particular field. In order to 
cover all categories of hospital 
workers, the personnel director in- 
cluded in her talk an account of 
her dealings with service as well 
as professional personnel. 

That it proved a valuable method 
of presenting the hospital family to 
an impressionable audience is re- 
corded in the “thank you” letters 
and verbal reports received by the 
public relations office. 

From the principal of Lincoln 
School: “I want to tell you how 
very much we enjoyed your pro- 
gram at Lincoln School yesterday. 
Each speaker was interesting and 
gave a great deal of valuable in- 
formation.” 

The Cumberland High School 
guidance counselor wrote: “It (the 
program) was a huge success as 
far as both faculty and student 
body were concerned.” 

And from the director of the 
Fellowship group: “I had no idea 
there are so many fields connected 
with hospital work ... It is an 
excellent thing for a hospital to 
make itself known to the young 
people of the community.”’ 


MEMBERS of the "Careers in the Field of Health" panel, representing each of the profes- 
sional groups employed in hospitals, describe their jobs to an audience of young people. 
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SUPERVISORY CONFERENCES 


BOUT TWO YEARS AGO, a survey 
Ast the 2,500-bed Veterans Ad- 
ministration Hospital in Lyons, 
N. J., revealed that there were 
many areas of discontent among 
personnel working within the hos- 
pital. 

A general appraisal showed that 
most of them could be attributed to 
one or more of the following: 

Inadequate understanding of the 
need and desirability of certain ad- 
ministrative policies. 

Confusion and lack of informa- 
tion on promotion. 

Confusion concerning the ad- 
ministrative channels of authority 
and responsibility. 

Insufficient opportunity for dis- 
cussion of personal and related 
personnel problems. 

Inadequate methods for dissem- 
ination of information. 

Disclosure of these sore spots 
prompted an exhaustive study of 
their causes and possible reme- 
dies. The study, in turn, was fol- 
lowed up by initiation of positive 
corrective measures. 

For presentation purposes, we 
discovered that most of our cor- 
rective measures could be reduced 
to terms of elementary psychiatry. 


PRACTICAL PSYCHIATRY 


Psychiatry has been defined as 
the science that concerns itself 
with the treatment of personality 
disorders that interfere with the 
individual’s adjustment, as well as 
with his relations with others. 
With this definition in mind, it is 
apparent that psychiatric principles 
should be utilized in handling per- 
sonnel problems, since these usu- 
ally consist of interpersonal con- 
flicts among employees. Without 
_Dr. Baganz is manager, Mr. Fish is as- 
sistant executive officer and Mr. Clayton is 
Personnel officer, Veterans Administration 
ospital (psychiatric), Lyons, N. J. The 
authors’ statements and conclusions are 
the result of their own study and do not 


hecessarily reflect the opinion or policy of 
the Veterans Administration. 
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A psychiatric hospital gives 
a new twist to an old idea 
by making intelligent use 
of its own stock in trade. 


CRAWFORD N. BAGANZ, MD., L. E. FISH and R. C. CLAYTON 


individual psychiatric problems of 
adjustment, there could be no col- 
lective problems and thus few per- 
sonnel problems. 

A hospital administrator who 
recognizes these difficulties in in- 
terpersonal relations and who at- 
tempts to correct them becomes in 
fact a “practical psychiatrist.” In 
the past, we have regarded these 
problems as psychological, but in 
reality and by definition, person- 
nel problems are psychiatric 
problems. 

Not all well trained physician- 
psychiatrists are able hospital ad- 
ministrators, but many hospital 
administrators have become effi- 
cient “practical psychiatrists.” 

It is probable that a conscious 
and more widespread utilization of 
basic psychiatric concepts would 
lead to a better understanding of 
hospital personnel and a reduction 
in personnel problems. 


THREE FUNDAMENTALS 


It is axiomatic in personnel man- 
agement that employee satisfaction 
cannot be obtained without the 
employee having a sense of se- 
curity, a sense of belonging and a 
sense of recognition. 

The need for the first of these, 
security, is but one facet of the 
instinctive drive for self-preserva- 
tion and protection. While se- 
curity and gratification of this 
drive can be supplied only in a 
relative manner, the security and 
retirement factors of Federal Civil 
Service Retention and Retirement 
Acts offer what is perhaps the 
greatest practical gratification of 
this elemental need. 

Likewise, the sense of belonging 
is but a manifestation of the in- 
stinctive drive for group accept- 
ance, called by some authors “the 


herd instinct.’”’ Numerous clubs, or- 
ganizations and social groups bear 
evidence of the widespread need of 
individuals to “belong” and be 
accepted. 

Similarly, the need for recogni- 
tion also stems from one of the 
primordial urges so necessary for 
satisfaction from life. It is some- 
times interpreted as a demand for 
self-esteem or a feeling of indi- 
vidual superiority. 

Paraphrasing the principles of 
personnel management as deriva- 
tions of elemental individual drives 
makes it apparent that the employ- 
er who can satisfy these drives 
can do much to make the individ- 
ual a happier, more contented em- 
ployee. 


STUDY OF RESIGNATIONS 


Early in our study, a survey was 
made to determine the reasons for 
employees quitting their jobs at 
the hospital. Each individual who 
resigned was interviewed by a well 
trained psychiatrist who was fur- 
nished with the separation form 
on which the individual had given 
his “official” reason for leaving. 
In a skillful manner, an attempt 
was then made to determine the 
“actual” reason for leaving. We 
were surprised to learn that the 
“official’’ reason for separation 
rarely coincided with the “actual.” 

After more than 200 such inter- 
views, it was obvious that pay 
grade, living quarters, transporta- 
tion difficulties and availability of 
work elsewhere were relatively in- 
significant as motivating factors in 
employee separations. They played 
a small part when compared to 
the part played by inefficiency of 
supervisors in securing for their 
fellow-workers a feeling of grati- 
fication for the basic drives of 
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security, group-acceptance and 
self-esteem. 

This series of interviews con- 
vinced us of the validity of a con- 
cept that we had had for some time, 
namely, that an organization is no 
better than its first line super- 
visors. 

With this information as a basis, 
we inquired into our supervisors’ 
attitudes, our promotional policy 
and our administrative channels of 
authority and -responsibility. At 
about the same time we instituted 
the “conference system.” 

Upon inquiry into our super- 
visors’ attitudes, we found that 
frequently supervisors were asked 
questions by operating employees 
to which they would not have an 
answer; that they were often em- 
barrassed by not being kept in- 
formed on policy changes in the 
hospital, and that they frequently 
failed to appreciate the value of 
good interpersonal relationships. 
These conditions tended to make 
the supervisors surly and uncom- 
municative. Due to deficiencies in 
higher echelons, it was difficult for 
them to be otherwise. 


PROMOTIONAL PROGRAM 


In laying out our promotional 
program, we were guided by the 
“Federal Personnel Manual’ and 
by current Veterans Administra- 
tion directives. 

All employees legally eligible for 
promotion were considered and all 
were interviewed. From these in- 
terviews, from conferences with the 
immediate supervisors, and from a 
review of personnel records, there 
was developed a merit rating list 
of all eligible individuals. From 
this merit rating list, small groups 
were referred to the respective 
supervisors for screening and final 
selection. 

As a result of this change in 
promotional policy, complaints that 
“IT wasn’t even considered” or “I 
didn’t get promoted because they 
didn’t like me” have been greatly 
reduced. Approximately 40 per 
cent of the eligibles interviewed 
declined consideration for promo- 
tion because they themselves did 
not feel that they had adequate 
experience and ability. Some of 


these individuals were the very 
ones who before had expressed 
themselves as being dissatisfied be- 
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“weren’t even con- 





cause they 
sidered.” 


STAFF ORGANIZATION 


Our 1,500 employees are grouped 
into 13 divisions, as follows: 
Assistant manager 
Chief, professional services 
Director, professional education 
Finance officer 
Chief, special services 
Chief, vocational rehabilitation 
Chief, communications and records 
Chief, dental services 
Personnel officer 
Registrar 
Supply officer 
Engineer officer 
Chief, canteen service 


For those medical functions of 
the hospital directly concerned 
with the care and treatment of 
patients, complete authority and 
responsibility was delegated to the 
chief of professional services. 
Under the chief of professional 
services, service chiefs had a sim- 
ilar delegation of authority and 
responsibility. They, in turn, gave 
part of their responsibilities to 
their respective section and unit 
chiefs. 

Nonmedical functions of the hos- 
pital were delegated to the as- 
sistant manager who, in turn, 
distributed the load among the di- 
vision or service chiefs concerned. 

A chart of organization was pre- 
pared with straight line authority 
and responsibility and with no in- 
dividual being responsible to more 
than one superior. 

The manager of the hospital has 
an administrative staff meeting of 
division chiefs each week. At these 
meetings, policies and laws em- 
anating from the central office in 
Washington are discussed and plans 
for implementing them are out- 
lined. At the same meetings, local 
policies are formulated and infor- 
mation from unit, section and 
service chiefs of each division is 
brought to the attention of top 
management. 

As a result of these division 
chief meetings, it became apparent 
that each division chief must have 
administrative meetings with a 
section or service chief who, in 
turn, must have similar meetings 
with lower echelon employees. 

Theoretically, it would appear 
that this method would secure an 
adequate flow of information from 
top management to the operating 
employees, and vice versa. Even 














when implemented with publica- 
tions and visual aids, however, 
transmission of information in both 
directions was found to be inace- 
quate. Important policies and 
changes were found to be unknown 
to many personnel on rounds 
throughout the hospital. 

As an example, an order ein- 
anated from central office in 
August 1948 prohibiting scheduled 
overtime. This-order was explained 
to division chiefs and was published 
as a hospital memorandum to all 
employees. Three months later we 
discovered, to our dismay, that 
most of the lower echelon employ- 
ees felt resentment against local 
operating officials because of this 
prohibition. They had attributed 
it to local policy and they had no 
real understanding of the need for 
such a ruling. 


SUPPLEMENTAL MEETINGS 


To correct such communication 
barriers, informational and supple- 
mental meetings were held by the 
manager of the hospital with su- 
pervisors of groups that make up 
large portions of our employee 
population. There were meetings 
with the supervisors of the follow- 
ing groups: psychiatric aides (rep- 
resenting 560 employees), the 
dietetic service (representing 249 
employees), medical staff and 
medical section chiefs (represent- 
ing 161 employees), the nursing 
service (representing 123 employ- 
ees), and the engineering division 
(representing 191 employees). 

At these meetings, an attempt 
was made to supplement the flow 
of information from the top down 
and, more important, to find out 
the operating difficulties being ex- 
perienced by individuals at the 
first line of supervision. 

As an example, it was felt to be 
highly desirable for timekeeping 
purposes and for more adequate 
covering of the wards to have the 
night shift work from midnight to 
8 a.M. rather than from 11 P.M. to 
7 a.M. Before instituting this 
change, it was discussed at two 
informational and_ supplemental 
meetings and reactions of the first 
line supervisors were obtained. 
Then, upon recommendation of the 
supervisors, this change was made. 
There followed no disruption of 
service, no disruption of morale and 
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increased benefit to the hospitalized 
veterans. 

It cannot be overemphasized that 
extreme care must be exercised 
not to interfere with administrative 
channels of authority and responsi- 
bility, nor in any way to com- 
promise the dignity and position of 
the next line supervisors. 

By strict adherence to this policy, 
it was found that much information 
could be obtained from the in- 
dividual who knew most about the 
difficulties. This information would 
not otherwise have been available. 

Numerous examples arose dur- 
ing these informational and 
supplemental meetings which indi- 
cated that information was not 
reaching the employees through 
administrative channels and station 
publications. Although our promo- 
tional policy had been well defined 
six months previous, it was found 
that many supervisors still were 
not familiar with it. We learned 
from these meetings that many 
interdivisional problems existed 
which could not be adequately 
solved by their supervisors ‘but 
which required the cooperation of 
many divisions for their solution. 

Concrete morale problems, con- 
structive criticism, suggestions for 
policies and suggestions for econ- 
omy were received from _ these 
groups once they were sincerely 
convinced that top management 
had a real interest in their prob- 
lems. It was recognized that man- 
agement must not only have a 
sincere interest but also must take 
action on these problems in order 
to prove this sincerity. 

Under this program, the impor- 
tance and dignity of the positions 
of first line supervisors were in- 
creased. These supervisors devel- 
oped a higher sense of recognition 
and group acceptance and felt more 
closely identified with the hospital. 
This, in turn, resulted in a greater 
sense of responsibility toward em- 
Ployees associated with them. 

It is our belief that this confer- 
ence system, through which every 


individual in the hospital has a 


voice, and where it is recognized 
that the individual in the working 
line is the outstanding expert in 
his own problems, offers the great- 
est gratification for the instinctive 
demands of security, group accept- 
ance and self-esteem. 
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FOR LOW INCOME AREAS 


Penny-a-day fund raising 


UND RAISING for the hospital in 
| ee area of low-income families 
often poses a special problem to 
the administrator. The usual elab- 
orate pleas, slanted to the $1,000- 
contributor, are sure to receive a 
cold reception from the struggling 
wage earner. Even a meek letter 
requesting a $5 bill is likely to re- 
ceive a one-way trip to the waste 
basket. 

As I was pondering this problem 
for the 41-bed Community Hospi- 
tal of Philadelphia, the idea oc- 
curred to me that perhaps a “Pen- 
ny-a-Day” campaign might have 
the most appeal. 

If the request were for a penny 
a day for 365 days for each mem- 
ber of the family, wouldn’t it 
bring home to the people the rela- 
tively small expense needed to 
support their hospital? 

The only way to find out was to 
try it. I decided on a small bro- 
chure to carry the message. Then 
I made a few hasty sketches, se- 
lected some photographs, and 
seasoned them with some careful 
wording. On the first page was the 
plea, ‘“‘Can you spare a .” Be- 
neath these words space was left 
for a shiny copper penny to be 
pasted. The penny was to insure 
against the brochure’s being filed 
immediately in the waste basket. 
A subscription blank and a self- 
addressed envelope were to ac- 
company the brochure. 

Armed with a list of names and 
our idea, we went next to the 
printer. When we explained to him 
what we wanted to do, he told us 
that it would cost about $800. This 
price would include the cost of the 
10,000 leaflets, envelopes and sub- 
scription blanks; 10,000 three-cent 
stamps, and an equal number of 
pennies. Since our credit with the 
printer was good, all we needed 
then to get started were 1,000 new 
pennies and as many three-cent 
stamps. So we borrowed $40 and 
the project was begun. 


We estimated that our mail re- 
turns should be at least 2 per cent, 
and that, this being true, we should 
get back at least 20 letters from 
our first mailing. If each letter 
contained a subscription averaging 
$3.65, we would gross $73. This 
would enable us to mail an addi- 
tional 1,000 pieces and leave us a 
reserve of $33 towards the print- 
er’s bill. Of course this average 
would not make any money for us, 
but for the time being we were 
interested in getting our message 
into 10,000 homes in the shortest 
possible time. 

The first returns trickled in 
slowly, but eventually enough 
money came in so that we were 
able to send out all of the 10,000 
leaflets and pay the printer for his 
services. 

After a period of watchful wait- 
ing, the first signs of real success 
came when one of the doctors 
brought in a piggy bank contain- 
ing exactly $3.65—a penny a day 
for the year: It was given to him 
by a patient who had received our 
plea. She and her friends had filled 
it up for us. 

In the following weeks, other 
piggy banks were brought in. 
Money orders came in for odd 
amounts, depending on the num- 
ber in the family. The neighbors 
were enjoying our game and they 
were buying inexpensive insur- 
ance. 

The final results for this first at- 
tempt were most gratifying, and 
plans have been made for an an- 
nual appeal of the same nature. 
For this year’s drive, in addition 
to using the mail we are going to 
have on hand inexpensive piggy 
banks inscribed with the words, 
“IT am saving a penny-a-day for 
COMMUNITY HOSPITAL. Can 
you spare a penny?” The banks 
will be distributed in schools, 
churches, stores and shops.—F RANK 
C. MASSEY, administrator, Commu- 
nity Hospital, Philadelphia. 


5| 








A LEADING NONSPECIALIST ADVOCATES 


The general practitioner in 


hospital staff organization 


STANLEY R. TRUMAN, M.D. 


HE HOSPITALS OF this country 

were established for the pur- 
pose of caring for the sick, plus 
two corollary but extremely signi- 
ficant purposes—for training young 
men in the practice of medicine 
and for providing continued edu- 
cational experiences for the physi- 
cians practicing within the com- 
munity. If the general practitioner 
is integrated within the staffs of 
all hospitals, a greater harmony 
will be developed within the pro- 
fession, a higher quality of medical 
service will be maintained within 
the community, and a wider dis- 
tribution of medical care will be 
achieved. 

In most cases the general prac- 
titioner has been incorporated into 
the hospital staff as part of a 
smoothly functioning and well-co- 
ordinated unit. With the growing 
tendency, however, to department- 
alize hospitals for teaching pur- 
poses and with the emphasis on 
specialization, there has been until 
recently a growing tendency to 
eliminate or jeopardize the posi- 
tion of the general practitioner on 
hospital staffs. 

At the present, 270 hospitals in 
the United States limit member- 
ship on their staffs to board mem- 
bers or members of a specialist 
society. Many other hospitals do 
not state this frankly but do follow 
such a policy. The problem has 
become sufficiently acute to cause 
official bodies in all branches of 
medicine to be cognizant of it and 





Dr. Truman, Oakland, Calif., is president 
of the American Academy of General 
Practice. This article was adapted from a 
paper presented at the annual meeting of 
the Association of Western Hospitals, Seat- 
tle, April 1950. 
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to take steps to correct the situa- 
tion. 

The American College of Sur- 
geons and the Council on Medical 
Education and Hospitals of the 
American Medical Association both 
have stated in their publication 
and report, respectively, that they 
do not restrict the general practi- 
tioner from the hospital staff but 
rather that staff appointments 
should be on the physician’s qual- 
ifications. 

With the majority of the profes- 
sion, the public and the hospital 
administrators all aware of the 
desirability of accomplishing the 
integration of the general practi- 
tioner into the hospital staff, a 
blueprint, or plan, to accomplish 
this purpose had to be developed. 
The committee on hospitals of the 
American Academy of General 
Practice, Kansas City, Mo., has at- 
tempted to fill this need and has 
developed the ‘Manual on the Es- 
tablishment and Operation of a 
Department of General Practice in 
Hospitals,”! which has been pub- 
lished and a copy of which will 
soon be sent to the administrator 
of every hospital in the United 
States. This organization was 
founded three years ago in re- 
sponse to the need of general prac- 
titioners for an organization in 
which and through which they 
might have a voice in the affairs 
of the medical world. 

The plan set forth here for the 
integration of the general practi- 
tioner into the hospital staff is 
derived from this manual. The 
preface to the manual has been 
written by Dr. Malcolm T. Mac- 








Eachern and states: ‘The content 
of this manual is consistent with 
policies previously adopted by the 
American College of Surgeons, and 
the principles expressed herein 
will be incorporated in the future 
revision of the ‘Manual on Hospital 
Standardization.’ ” 

Integration of the general prac- 
titioner into the hospital staff will 
result in: 

1. Fair and adequate representa- 
tion of the general practitoner on 
the staff. 

2. Availability of the hospital 
facilities for use by the general 
practitioner in the treatment of 
patients within his recognized 
abilities. 

3. Incorporation of the general 
practitioner into the educational 
opportunities and responsibilities 
of the hospital. 

There are numerous ways of 
accomplishing these objectives. In 
many hospitals, particularly in the 
rural hospitals and in the smaller 
urban hospitals where extensive 
departmentalization has not been 
carried out, there is no problem, 
since the general practitioners 
make up the greatest portion of the 
medical staff. The major problem 
has developed in those hospitals 
that have been well department- 
alized. In these hospitals the most 
satisfactory method of integrating 
the general practitioner into the 
hospital staff is to establish a de- 
partment of general practice. 


ESTABLISHING DEPARTMENT 


The by-laws, rules and regula- 
tions of medical staffs of most ap- 
proved hospitals conform to those 
suggested by the American College 
of Surgeons and the American 
Medical Association. Amendments 
designed to permit the inclusion 
of the general practice department 
in the medical staffs of such hos- 
pitals can and should be compat- 
ible with existing by-laws, rules 
and regulations. The first step 
toward establishing a department 
of general practice is by a vote of 
the medical staff, and its decision 
should be ratified by the govern- 
ing board, of the hospital. The 
functions of the department should 
then be defined by a committee of 
the medical staff equally composed 
of qualified specialists and general 
practitioners in accordance with 
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the recommendations outlined in 
the manual. 

Once the department is estab- 
lished, the credentials committee 
should submit a list of general 
practitioners for appointment to 
the medical staff. If these are 
affirmed by the proper authorities, 
these members would constitute 
the charter members of the depart- 
ment of general practice. The cre- 
dentials committee should desig- 
nate the category of staff appoint- 
ment, that is, active or associate. 
The members of the department of 
general practice should then meet 
and adopt articles of self-govern- 
ment and elect officers and com- 
mittees. Following the selection of 
the charter group, new applica- 
tions for membership to the de- 
partment should be processed in 
the same manner applied to all 
other departments. 


RESPONSIBILITIES 


The responsibilities of the gen- 
eral practice department in regard 
to staff administration shall be to 
help promote proper administra- 
tion of the professional services of 
the hospital and to fix more defi- 
nitely the responsibility of general 
practitioners: in the hospital. The 
appointments to committees of the 
medical staff should include a rea- 
sonable proportion of representa- 
tive general practitioners. 

The members of the general 
practice department should parti- 
cipate, upon proper request, in the 
education of interns, residents, and 
nurses and actively in all the post- 
graduate training activities of the 
hospital. The larger teaching hos- 
pitals and university hospitals 
have been particularly remiss in 
this, and yet it is in these very 
hospitals that the majority of our 
young physicians have their first 
contacts with the practice of medi- 
cine and should have, as part of 
their educational experience, con- 
tact with leading, sincere, success- 
ful and idealistic general practi- 
tioners. 

In assisting in the training of 
the house staff, members of the 
department of general practice 
a be particularly responsible 
or: 

1. The re-emphasis of the im- 
portance of the patient as an indi- 
vidual person and as a whole rath- 
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er than as an interesting disease. 

2. Interpolating into the clinical 
discussion an evaluation of the pa- 
tient’s home situation and his eco- 
nomic and personal problems as 
they have influenced his present 
condition and will continue to in- 
fluence his after-care. 

3. Introducing the house staff to 
the subject of medical ethics, med- 
icine as an art and medical eco- 
nomics. 

4. Acquainting the house staff 
with the auxiliary medical services 
of the community, such as social 
service agencies, which, if properly 
utilized, can contribute much to 
the after-care of many patients. 

5. Providing, if requested, a 
period of externship for members 
of the house staff during which 
they may live with and practice 
under the guidance of selected 
general practitioners. 

To facilitate the training of prac- 
ticing general practitioners in clin- 
ical fields in which they might 
wish to advance their education, 
it is recommended that the rules 
and regulations of the hospital 
provide for preceptorship training 
in the hospital. These preceptors 
should be fully qualified members 
of their specialties, and the staff 
should recognize the right of gen- 
eral practitioners to work under 
the direction of such preceptors 


and should accord additional priv- 
ileges to general practitioners 
whom qualified preceptors are 
willing to supervise and endorse. 
The extent of this preceptorship 
training should be determined by 
each individual specialty service 
of the hospital in collaboration 
with the credentials committee 
and the appropriate committee of 
the department of general practice. 


USE OF HOSPITAL SERVICES 


Let us now consider the respon- 
sibilities and privileges of the gen- 
eral practitioner with regard to use 
of the hospital’s services. First, in 
the admission of private patients, 
the general practitioner should be 
permitted to admit and care for 
patients in any service for which 
he has been privileged by the cre- 
dentials committee. The American 
Academy of General Practice, the 
American College of Surgeons, and 
the American Medical Association 
agree on the policy that every doc- 
tor, whether he be general practi- 
tioner or specialist, should have 
those privileges for which he is 
qualified by talent, training and 
judgment. The credentials com- 
mittee and the heads of the depart- 
ments are in the best position to 
evaluate a man’s ability and must 
assume this responsibility for ad- 
ditional privileges. 
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7 General Practice privileges plus 
privileges in those specialty divisions 
in which they have demonstrated their 


ability. 


INTEGRATION of general practitioner with the active staff of a general private hospital. 


53 











| OFFICERS 








EXECUTIVE COMMITTEE 








I 





Elected Representatives 



































Div. 
arious Supe! Divisions B 4 Various Medical TT 
J iP, } | ee | 
—_ x . te . a / 7 a 
s s ‘ee =; ee 7 ” ¢ 
“s ~ . ere “at = 7 4 <A a 4: 
ti Pins et: Members assigned to Ne? xe Frat 
. ‘.. (7° various specialty divisions in ag 7 
a >’ which they have demonstrated Ww 7 ag 
2 ry ability or for the purpose of . lee 
. 7 


y postgraduate training in those divisions \ 
1 


INTEGRATION of the general practitioner with the county hospital, university hospital, 
or other teaching institutions not admitting private patients of individual physicians. 


It is our firm conviction and ur- 
gent recommendation that the 
privileges of the general practi- 
tioners who are members of the 
staff at the time of institution of 
the department of general practice 
should in no way be altered. Any 
attempt to change at this time 
would precipitate the program into 
a state of animosity and confusion. 

It is probably wise for each hos- 
pital staff to designate basic priv- 
ileges within the department of 
general practice that would auto- 
matically be accorded to each gen- 
eral practitioner upon his admit- 
tance to the staff. An example of 
the basic privileges that might be 
permitted to all general practi- 
tioners admitted to the staff would 
be internal medicine, pediatrics, 
obstetrics (to include outlet for- 
ceps), episiotomy, cervical and 
perineal repair and surgery. These 
should be determined for each in- 
dividual applicant by the creden- 
tials committee at the time of ap- 
pointment. When additional priv- 
ileges are desired, those who feel 
themselves qualified by former 
training, preceptorship, or experi- 
ence should apply for these privi- 
leges in the regular manner. The 
credentials committee will rule 
upon the application and recom- 
mend to the governing body of the 
hospital the course that should be 
taken regarding the application. 

Regarding the responsibilities of 
the department of general practice 
and its members in the county hos- 
pital, university hospital, or other 
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teaching institutions where pa- 
tients are not admitted by the in- 
dividual physician but as wards of 
the hospital to special services of 
the hospital, a somewhat different 
plan may be needed. The depart- 
ment of general practice would act 
as an administrative and teaching 
unit, except perhaps in the outpa- 
tient department. 

The responsibilities of the gen- 
eral practice department with the 
outpatient section of the hospital 
is somewhat unique in that the 
department of general practice is 
particularly qualified to conduct 
outpatient clinics in which diag- 
noses are made and patients re- 
ferred if necessary to appropriate 
special clinical services. 

With regard to the inpatient 
service of the above types of hos- 
pitals, members of the department 
of general practice would be as- 
signed by the department of gen- 
eral practice with the approval of 
the specialty department to one of 
the specialty services for which the 
individual general practitioner has 
individually qualified or in which 
he is accepted for further training 
and experience. At some ideal fu- 
ture time it might even be hoped 
that patients admitted to teaching 
hospitals might each be assigned 
to a “doctor of his own,” a mem- 
ber of the department of general 
practice. 

When a hospital establishes a 
department of general practice, it 
also recognizes the right of that 
department to examine its mem- 








bers and to recommend impar- 
tially and adequately the award of 
privileges in the several speciaity 
divisions in which general practi- 
tioners prove themselves qualified. 
Once this has been established, it 
will elevate the general practi- 
tioner to the level of other men on 
the active medical staff, and it 
will insure him of the support of 
his own department should any 
misunderstandings occur. It will 
give him a voice for expression 
that has too long been denied him. 
It will insure him a responsible 
position, both in the outpatient and 
the inpatient departments of the 
hospital, and make him feel that 
he is contributing to the successful 
operation of the hospital, a thing 
many general practitioners have 
not been able to feel. 

It is important that the special- 
ists in the active staff realize that 
there is no desire or effort on the 
part of the general practitioner to 
interfere in their work or to take 
over their patients. All should 
work together in harmony for the 
best interests of the patient, and it 
will be necessary that the general 
practitioner supervise himself so 
that consultation with specialists 
will be assured when such is in the 
best interests of the patient. 


OTHER PLANS POSSIBLE 


The above is a basic pattern 
from which many divergent plans 
will evolve. There are many other 
possible ways and solutions for the 
integration of the general practi- 
tioner into the hospital staff, but 
because this outline seems to fit 
the majority of situations and to 
meet the requirements for hospital 
approval by the American College 
of Surgeons and the American 
Hospital Association, it is likely 
that it will be the most widely 
accepted and useful plan. 

It should be clearly understood 
that, in the process of integrating 
the general practitioner into the 
staffs of the hospitals in which he 
is not already a part, orderly proc- 
esses of cooperation and harmony 
be invoked and that, in all we do, 
the welfare of the patient and the 
community must be the impelling 
purpose and chief aim. 


REFERENCE 


1. Published by the American Academy 
of General Practice, Broadway at Thirty- 
fourth Street, Kansas City 2, Mo. 
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“HOUSE OF MERCY" 


New movie short helps to 


tell the hospital story 


OVIEGOERS during the next 

four or five months will be 
treated, effectively and pleasantly, 
to good hospital public relations. 
Beginning late in July, R.K.O.- 
Pathe started distribution of its re- 
cently completed short documen- 
tary film on the community 
hospital, titled “House of Mercy.” 
It is one of the R.K.O. “This Is 
America” series. Upwards of 40,- 
000,000 people are expected to 
view the film during the fall and 
winter of this year. 

Starring in the roles of profes- 
sional hospital workers are the em- 
ployees and staff members .of 
Princeton (N. J.) Hospital, where 
the film was made. Either through 
narrative or with photography, 
each department and service of the 
89-bed hospital—food service, 
nursing, x-ray, laboratory, nurs- 
ery, laundry, engineering and 
maintenance, surgery—are brought 
into the film. Even the function of 
the governing board and adminis- 
tration are included. 

“House of Mercy” demonstrates 
the vital role of the hospital in the 


ILLUSTRATING the typical small community hospital, "House of 
ercy” includes a meeting of the Princeton Hospital governing board. 


AUGUST 1950, VOL. 24 


community and its importance to 
the people of that community. How 
one individual, George Mitchell 
(who is portrayed’ by Richard 
Bishop, the sole professional actor 
in the film), learned the importance 
of the neighborhood hospital in his 
own family life is the thread 
around which the documentary is 
woven. 

Production of “House of Mercy” 
was by Jay Bonafield, vice presi- 
dent of R.K.O.-Pathe. Larry 
O’Reilly was the director. Profes- 
sional assistance and technical ad- 
vice for the film were given by the 
American Hospital Association. 
R.K.O. officials commended highly 
the assistance provided by Admini- 
strator John W. Kauffman and the 
trustees, employees and staff mem- 
bers of Princeton Hospital. 

Delegates to the Association’s 
convention in Atlantic City, Sept. 
18-21, possibly may see a special 
showing of “House of Mercy” if 
tentative plans are carried out. 
Promotional material for local 
showings of the film are being co” - 
sidered at the present time py 


—R.K.O.-Pathe 


—R.K.O.-Pathe 


SURGERY is one of the many services 
which the film “House of Mercy" highlights. 


representatives of the Association 
and officials of the movie company. 

At the conclusion of its theater 
schedule, 16 mm. prints of “House 
of Mercy” will be available through 
the American Hospital Association. 

After a preview of the film in 
New York, George Bugbee, execu- 
tive director, said that “House of 
Mercy” is one of the best means 
yet devised to “tell the hospital’s 
story” to the community and urged 
every hospital to cooperate with 
local theaters in its showing. He 
emphasized that administrators 
who have not already contacted 
their local theaters to recommend 
its showing should do so as soon as 
possible. 


—R.K.O.-Pathe 


THOUSANDS of feet of film were taken in the hospital, picturing 
each operation from every angle, to produce the documentary movie. 
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A convention panel on 


small hospital problems 


OW IS THE SMALLER hospital to 
maintain an adequate staff of 
nurses to take care of patients 24 
hours a day? What type of medical 
staff organization and_ control 
should be exercised in smaller hos- 
pitals? When does the hospital pass 
the break-even point at which it 
is profitable to support a laundry. 
These are but a few of the prob- 
lems that today are confronting the 
administrators of smaller hospitals. 
Also, these are but a few of the 
problems for which analysis of 
the causes and recommendations 
for solution can be heard by ad- 
ministrators at a special small hos- 
pitals panel at the convention in 
Atlantic City Tuesday morning, 
September 19. 

To give the smaller hospital ad- 
ministrator some definite, practical 
ideas of how to meet his individual 
needs, this panel discussion has 
been planned as a highlight feature 
of the American Hospital Associa- 
tion convention program. One 
hundred administrators from all 
parts of the country were asked to 
submit the problems most perti- 
nent or current to smaller hospitals. 
Of the 250 questions received, the 
discussion will cover a number of 
the most. pertinent problems, 
selected on the basis of the fre- 
quency with which they were sub- 
mitted. These questions, therefore, 
reflect the general interest of smal- 
ler hospitals nation-wide. 

Various fields of operation within 
the hospital will be discussed, as 
the major problems were grouped 
before selection and then questions 
in each group were chosen. Ad- 
ministrators will hear solutions to 
problems in such areas as costs; 
personnel; relationships with pa- 
thologists, radiologists, and an- 
esthesiologists; nursing, and mis- 
cellaneous. 

Participants in the panel will be 
25 hospital administrators. It will 
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be their responsibility to present 
and discuss the questions. They 
will analyze and diagnose the 
causes of the problems and then 
recommend solutions for them, 
based on their experiences. The 
panel will include persons sending 
in the selected questions. They will 
be able to give the problems their 
true importance and to limit the 
discussion to the question at hand. 

Chairman of the forum will be 
Spencer W. Myers, Ph.D., assistant 
superintendent of the Gary (Ind.) 
public schools and a skilled discus- 
sion leader. He will be assisted by 
two coordinators from the hospital 
field, Wayne B. Foster, adminis- 
trator, Holzer Hospital and Clinic, 
Gallipolis, Ohio, and Eva H. Erick- 
son, administrator, Cottage Hos- 
pital, Galesburg, Ill. Audience 
participation will be encouraged. 


MR. FOSTER MISS ERICKSON 
Some of the problem area ques- 
tions that will be discussed are: 


What can be done to create in- 
terest in small hospitals to install 
an accounting system such as rec- 
ommended by the American Hos- 
pital Association? 


Are there any financial savings in 
a central supply in a 75-bed hos- 
pital? 

What means can be used to 
produce prompt and better quality 
medical records in the small rural 
hospital where the doctor is ob- 
liged to write his own records? 


MR. MYERS 


Recognizing the need for a 
training program for supervisors, 
how can the average hospital go 
about organizing such a program 
and where can it secure outside 
help to do so? 

What can be done to educate the 
public along the lines of better ac- 
ceptance and understanding of 
modern hospital costs of operation 
since the demands placed upon 
hospitals by personnel and the cost 
of supplies necessitate a steady up- 
ward spiral of rates, which must be 
charged in order that a _non- 
endowed hospital may stay in the 
black? 

Discuss hospital-specialist rela- 
tionships. 

Are flat rates advantageous to 
small hospitals? Should there be a 
major rate for, say, major surgery? 
Should transfusions be included in 
flat rates? What would be a fair- 
over-all rate? 

Is a _ post-anesthesia recovery 
room or post-operative recovery 
room a practical facility for a hos- 
pital of 100 beds? 

Staff-trustee relationship: Should 
joint meetings of staff and trustees 
be held to discuss and decide medi- 
co-administrative matters? 

What is the proper procedure 
and method of operating a small 
hospital in a rural community on 
a break-even basis without the as- 
sistance of an endowment or any 
local, state, or federal subsidy? 


HOSPITALS 
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The tuberculosis control offi- 
cer, shown reviewing chest 
films of patients and per- 
sonnel with staff physicians, 
heads the program to guard 
against the spread of this 
disease within the hospital. 


A system for central control of tuberculosis 


CTIVE PULMONARY tuberculosis 
A always can be found in any 
large general hospital if diligent 
search is conducted. If adequate 
protection is to be afforded to pa- 
tients who have not been infected, 
and if hospital workers in all cate- 
gories are to be shielded from dan- 
gerous exposure to the disease, 
constant and effective patrolling of 
the entire hospital population in 
search of open cases of the disease 
must be maintained. Simple ap- 
prehension of persons capable of 
spreading tuberculosis will not 
suffice. Once discovered, immedi- 
ate steps must be taken to prevent 
tuberculous patients from convey- 
ing their disease to others. 

The development of x-ray chest 
surveying facilities, laudable as 
the accomplishment is, falls short 
of its intended purpose unless pro- 
vision is made for constant and 
vigilant supervision. In January 
1947, five and one-half years after 
the institution of routine chest 
filming of all hospital registrants 
and hospital workers at the Uni- 
versity of Michigan’s University 
Hospital, the management of the 
tuberculosis problem was materi- 
ally enhanced by the appointment 
of a tuberculosis control officer. In 
him was vested direct responsibil- 
ity for the utilization of informa- 
tion regarding the detection of 
tuberculosis. 

The University Hospital, com- 
prising 1,030 beds and a large out- 
patient department, has 34,000 


—— 


Dr. Shull and Dr. Bates are on the staff 
of the department of internal medicine of 
University Hospital, University of Michi- 
gan, Ann Arbor. 
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registrations a year, 16,800 admis- 
sions, and 1,600 employees. In ad- 
dition, there are 600 students in 
the nursing and medical school. 
Further, the tuberculosis unit, 
which is an integral part of the 
main hospital, is devoted to the 
care of known cases of this disease 
and contains 80 beds. 

Studies here and elsewhere have 
shown that as many as 4 per cent 
of the patients admitted to general 
hospitals have tuberculosis and 
that a major share of these cases 
are unsuspected at the time of ad- 
mission. It has also been shown 
that 2 to 8 per cent of hospital 
employees acquire tuberculous in- 
fection. Medical students and stu- 
dent nurses long have been known 
to have a high rate of infection; an 
incidence of 6 to 12 per cent has 
occurred in some schools before 
the initiation of control measures. 

In this hospital 328 cases of ac- 
tive tuberculosis were found before 
or during the employment of ap- 
proximately 5,500 personnel be- 
tween the years 1932 and 1940. 

These figures emphasize the mag- 
nitude and importance of the tu- 
berculosis problem in large hos- 
pitals and suggest the need for 
centralized control. 


CONTROL OFFICER'S DUTIES 

I. Since July 1941, attempts 
have been made to obtain micro- 
films of the chest on all patients 
registering at this hospital. (Both 
bed and clinic patients are re- 


quired to reregister and obtain 
microfilms at yearly intervals.) 
One of the primary duties of the 
control officer is to discover and 
correct defects in microfilm cover- 
age of patients. In the first eight 
months after this post was estab- 
lished, the percentage of regis- 
trants in which microfilms were 
not taken dropped from 31 to 20.5 
per cent. These results were ac- 
complished mainly by publishing 
monthly reports of data for each 
service in the hospital to stimulate 
interest and competition. 

2. Each day all microfilms taken 
during the previous 24 hours are 
read by a roentgenologist, and all 
suspected cases of tuberculosis are 
immediately tracked down and 
isolated by the control officer. 

3. Notification of proper and in- 
structed authorities is carried out 
in each instance. In the case of sus- 
pected disease in outpatients who 
have left the hospital, letters to the 
referring physicians are sent, noti- 
fying them of our suspicions. 
Proved active cases are reported 
to the state department of health. 

4. Patients on the general wards 
suspected of having tuberculosis 
are followed daily by the control 
officer, who supervises the isola- 
tion techniques and advises the 
house staff when such precautions 
may be safely discontinued. 

5. An outside sanatorium wish- 
ing to transfer a patient to the hos- 
pital for special care or diagnostic 
procedures contacts the control of- 
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THE TUBERCULOSIS control officer supervises tuberculin testing of medical stu- 
dents. Student nurses have a similar program. Both are tested every six months. 


ficer, who decides where the pa- 
tient shall best be placed and what 
precautions shall be taken. He 
then makes the necessary appoint- 
ments and notifies the referring 
institution. In addition, he notifies 
the nurses on the appointed floor 
and outlines the precautionary 
care. 

6. Since 1932 all hospital per- 
sonnel have been urged to have 
periodic chest x-ray examinations. 
These check-ups are now obtained 
every six months on all employees 
and are under the supervision of 
the control officer. The clinical in- 
vestigation of suspicious cases is 
likewise his responsibility. 

7. Medical students and student 
nurses have chest films every six 
months. This program is under the 
supervision of the control officer, 
who is likewise responsible for fol- 
low-up examinations on question- 
able cases and those with recent 
tuberculin conversion. 

8. He attempts to discover de- 
fects in the standardized isolation 
techniques on the wards and in the 
autopsy room and, when they are 
discovered, institutes the appro- 
priate remedy along lines suggest- 
ed by the American Hospital Asso- 
ciation’s Council on Professional 
Practice. 

9. Constant opportunities for re- 
search arise in this work, and the 
control officer is expected to grasp 
all such opportunities for his own 
education and for purposes of pub- 
licizing tuberculosis in hospital 
publications in order that the prob- 
lem may be kept before hospital 
personnel. 

Thus, it is the responsibility of 
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the tuberculosis control officer to 
detect, properly isolate, and, inso- 
far as possible, prevent tubercu- 
losis of every type in all persons 
connected with the hospital, either 
as patients, employees, or students. 


INPATIENTS VS. OUTPATIENTS 
Comparison of data for inpa- 
tients with those for outpatients 
shows that a higher percentage of 
the inpatients failed to get chest 
films, presumably because they 
were too ill. Of interest is the high- 
er percentage of abnormality in 
the members of this group who 
did obtain films. On the other 
hand, when microfilms did show 


abnormality, the inpatients were 
more likely to be submitted to in- 
vestigation with large films, pre- 
sumably because they were still 
available; outpatients often left 
the hospital before their micro- 
films were reported. 

These comparisons show that 
many cases of tuberculosis can be 
found if routine chest examina- 
tions of hospital patients are car- 
ried out and indicate that many 
such patients are admitted to the 
general wards. Better coverage of 
both inpatients and outpatients, es- 
pecially the latter, would have un- 
doubtedly disclosed many more 
cases. 


CASE HISTORIES 


Three cases illustrating the work 
of the tuberculosis control officer 
are presented: 

1. C.H., male, age 62, was ad- 
mitted on April 4, 1947, complain- 
ing of weakness, fatigue, cough, 
and chills. A microfilm was taken 
the same day, and a large film was 
suggested. This was taken and was 
reported as showing ‘pulmonary 
inflammatory disease—tuberculos- 
is to be ruled out.” One sputum 
sample was examined by a mem- 
ber of the house staff three days 
after admission of the patient and 
was reported negative. No further 
investigation was carried out at 


ia 


A NURSE administers isolation technique, on orders of control officer, to ward 
patient suspected of having tuberculosis. Bed tags designate isolated patient. 
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this time. In the course of the next 
91 days, the patient was trans- 
ferred to two other floors on two 
different services and came into in- 
timate contact with 57 employees 
and students. Finally, on May 18, 
1947, another sputum smear was 
made and was found to contain 
many acid-fast bacilli. On this 
date, for the first time, the patient 
was isolated. 

(It is now the policy to isolate 
every patient as long as he is sus- 


pected of having tuberculosis and , 


to remove him from isolation only 
when several pooled sputum con- 
centrates are reported as negative 
by the bacteriologists. This pro- 
gram is under the supervision of 
the control officer in each case.) 

2. M.M., a 42-year-old police- 
man, had a microfilm as an outpa- 
tient on August 26, 1947, and was 
given an appointment for admis- 
sion two days later. The ward was 
notified by the control officer 24 
hours before his expected admis- 
sion that the patient had a sug- 
gestive microfilm, and he was 
isolated upon arrival. Chief com- 
plaints were of hoarseness and 
cough, and a large chest film 
showed bilateral far-advanced cav- 
itary disease. The sputum was pos- 
itive for acid-fast bacilli; but be- 
fore this report was available, the 
patient left the hospital against 
advice. The control officer then no- 
tified his referring physician and 
the county health department and 
reported him as a case of tubercu- 
losis to the state department of 
health. 

3. F.B., a 54-year-old colored 
male, had a microfilm on the 
morning of July 24, 1947, and was 
admitted to the hospital at 1:00 
P.M. By 2:00 P.M. the microfilm 
had been read, and the control of- 
ficer had notified the floor that iso- 
lation was advisable. A large film 
confirmed the presence of pulmon- 
ary tuberculosis, and by July 30, 
1947, sputum studies were report- 
ed positive. The control officer 
Made arrangements for immediate 
transfer to the tuberculosis unit on 
that date. 

The first case shows how inade- 
quate precautions in handling cas- 
€s of possible tuberculosis may 
€xpose a large number of the hos- 
pital personnel to infection. The 
other two cases are presented to 
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A HOSPITAL registrant obtains an admission 
microfilm, which control officer will check. 


show how the control officer can 
supervise proper isolation of cases 
throughout their hospital experi- 
ence and expedite diagnostic stud- 
ies in suspected cases. 


TRAINING AND FINANCING 


The incidence of tuberculosis in 
hospital employees, nurses, student 
nurses, and medical students has 
been significantly reduced in the 
University of Michigan Hospital 
by the methods that have been 
outlined above. It is believed that 
other hospitals would benefit from 
similar programs. 

In the opinion of the authors a 
general hospital of 500 or more 
beds could well employ a junior 
staff member full time as tubercu- 
losis control officer. In general hos- 
pitals smaller than 500 beds a res- 
ident physician: or junior staff 
physician could serve half time or 
part time as tuberculosis control 
officer. Much would depend upon 
local conditions. 

The tuberculosis control officer 
would not have to have special 
training, beyond a medical or ro- 
tating internship. Special interest 
in the fields of tuberculosis and 
public health would be desirable, 
and special training in these fields 
would be helpful. Common sense 
and tact would be essential. The 
control officer would serve as con- 
sultant to the attending staff of the 
hospital on tuberculosis problems 
dealing with detection, care, and 


disposition of the disease in pa- 
tients and hospital personnel. He 
should be given authority to isolate 
both suspected and proven cases of 
tuberculosis. 

The financing of a tuberculosis 
control program should be easy. 
The cost is relatively small. The 
salary of the control officer, a jun- 
ior staff physician, might be $2,000 
to $5,000 per year. Isolation pre- 
cautions would be employed for a 
few additional patients, which 
would add slightly to the cost. The 
program has materially reduced 
the incidence of tuberculosis in our 
hospital. The cost of hospital care 
for tuberculosis in Michigan is 
$2,500 to $4,000 per patient per 
year. If only three cases were pre- 
vented per year, the saving would 
be sufficient to finance the pro- 
gram. The community should prop- 
erly bear the expense—city, coun- 
ty, or state—as it ultimately would 
benefit by the saving. 

In those states in which tubercu- 
losis developing in hospital em- 
ployees is compensable as an occu- 
pational disease, the hospital itself 
would doubtless find it profitable 
to finance a control program. The 
greater protection against expo- 
sure to the disease of patients in 
the hospital would certainly jus- 
tify a slight increase in rates to 
patients, although this suggestion 
would be rejected by many who 
are attempting to keep down hos- 
pital costs. Whatever the source of 
the money required for financing 
the program, it would be a-good 
investment. It would yield rich re- 
turns in terms of money saved, not 
to mention the prevention of hu- 
man suffering and of loss of pro- 
ductivity and earnings of those 
who would otherwise acquire tu- 
berculosis. 


SUMMARY 


Data and cases are presented to 
emphasize that active tuberculosis, 
whether recognized or not, is con- 
stantly present in any general hos- 
pital and endangers both person- 
nel and patients. The magnitude 
and complexity of the problem are 
emphasized. In larger general hos- 
pitals, we believe these problems 
merit the attention of a fulltime 
physician whose sole task is to 
keep the hospital atmosphere as 
free as possible of tubercle bacilli. 
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A new Hess report 

THE House or DELEGATES of the American Med- 
ical Association has approved another revision of 
the much-revised Hess Report, on hospitals and 
the practice of medicine. While the official state- 
ment (see news section) was not available for 
detailed study by press time, it apparently has not 
been changed materially either in purpose or 
method. 

Its expressed purpose is to prohibit hospital 
employment of physicians and to permit the pur- 
veyal of specialized medical services in hospitals 
only upon the basis of fees paid to the physician 
with no regulation by hospitals. 

Its proposed method of enforcement is to with- 
hold the American Medical Association’s approval 
for internship and residency training from all hos- 
pitals that do not comply. 

The Hess Report was first adopted in June 1949, 
after extensive alterations in reference committee. 
Later last year, acting upon the advice of its judi- 
cial council, the board of trustees of the American 
Medical Association recommended that this action 
be reconsidered in view of the fact that “some 
parts of it were illegal and contrary to previous 
court decisions relating to the prerogatives of hos- 
pital administration and management;” and last 
December the House of Delegates reluctantly 
voted to reconsider. 

This new version was approved in San Francisco 
last June 28. On June 29, the New York Herald 
Tribune reported: “Many of the delegates were 
uncertain today how the principle could be im- 
plemented.” The San Francisco Chronicle report- 
ed: “The two-hour debate that preceded adoption 
of the measure was so confusing that delegates 
themselves did not know for what they had voted 
or why.” 

There is every evidence that this far-reaching 
step is attempted without the considered support 
of all practicing physicians and without assurance 
that the American Medical Association can enforce 
observance of these principles on the part of its 
membership. Whether the expressed purpose of 
the groups proposing this program can be carried 
out through the action taken at San Francisco 
remains to be seen. 


The league's statement 

THE NATIONAL LEaGuE of Nursing Education, at 
its recent annual meeting in San Francisco, adopt- 
ed a “Statement of Principles Relating to Organ- 
ization, Control, and Administration of Nursing 
Education.” These principles (see news section) 
recommend that schools of nursing be under the 
direction of educational institutions, and that such 
education be financed in part from public funds. 
Two excerpts indicate this thinking: 

—‘“‘Nursing Education, in common with other 
types of education, should be the charge of the 


60 




















educational institutions of the country, public and 
private. Formulation of policies and the adminis- 
tration of programs of nursing education are the 
prerogative and responsibility of professional 
nurses.” 

—‘As the education of citizens is a public re- 
sponsibility, money from public and _ private 
sources should support nursing education. Funds 
should be made available for the development of 
instructional facilities, scholarships, and research.” 

Hospital administrators will certainly subscribe 
to the advantage of educational emphasis in 
schools of nursing. Further, the idea of outside 
support is understandable and has been recom- 
mended by the American Hospital Association. 
For the interim period, however, hospital admin- 
istrators will very much question the advisability 
of a major increase in the cost of nursing educa- 
tion without additional financing. Patients are now 
paying as much as they can pay for nursing edu- 
cation, and, desirable as a transfer to educational 
institutions may be, it must be combined with 
outside financing. 

Undoubtedly there is a trend toward affiliation 
with educational institutions. It is nevertheless 
important to keep in mind the recruitment value 
of permitting students in schools of nursing to 
earn room and board while they learn. This has 
given nursing education a distinct advantage 
which should not be disregarded in any planning 
for the future. The probable effect on nurse re- 
cruitment of converting diploma to degree pro- 
grams must also be taken into consideration. 


Better design 

THE APPROACH TO hospital architecture has 
changed considerably in recent years, and it has 
been a significant change for the better. 

More administrators and, board members realize 
that good hospital design is the greatest single 
factor in reducing the long-time cost of hospital 
operation. More architects know the fundamentals 
of good hospital design. 
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For this a large amount of credit is due the 


' Public Health Service which was charged with 
| administering the Hill-Burton Act. In setting up 
“minimum construction standards, the Public 


Health Service was not bent on reforming either 


| hospital architecture or hospital administration. Its 


goal was soundly built and soundly established 


| hospitals, each fitted into a particular community. 


Such a course inevitably led to a rounding up 
of basic requirements. The result has been, in ad- 
dition to a set of minimum construction standards, 
a stream of valuable literature on the funda- 
mentals. If these fundamentals were known to the 
long-established hospital architects, they were 
new and useful to hundreds of others who would 
be undertaking a hospital construction job for the 
first time. 

The American Hospital Association has been 
working toward a similar goal through its Program 
for the Approval of Hospital Architects. While most 
interest has centered on the approved list as such, 
the program’s primary purpose always has been to 
broaden the base of good hospital design. From the 


beginning it has been hoped that the approved 


architects would serve as missionaries in this re- 
spect. 

With such a purpose in mind, the Association has 
helped to promote a number of regional seminars 
for architects. It has encouraged educational meet- 
ings such as the very successful one in Minneapolis 
last May..There, in connection with the Upper 
Midwest Hospital Conference, hospital architects 
put together an educational exhibit and joined in a 
series of meetings. 

A highlight of the Association convention in 
Atlantic City next month will be another exhibit 
and series of meetings of interest to both architects 
and administrators—a joint undertaking through- 
out. Any architect may enter drawings, photo- 
graphs or models of hospitals constructed or 
planned for construction since January 1945; and 
the screening jury will consist of three architects 
nominated by the American Institute of Architec- 
ture together with three administrators. 

With such help from all who are in a position to 
help, this new approach to good hospital design 
will unquestionably add some impetus to the trend. 


Dues increase 
WHEN THE House of Delegates meets in Atlantic 
City next month, it will consider the Board of 


- Trustees’ recommendation that Association mem- 


bership dues be increased through amendment of 
the by-laws. 

This recommendation comes through the Board 
from the Committee on Association Structure, 
Which has met repeatedly during the last year to 
study the Association’s future in view of its present 
financial condition. 
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Before the House convenes, all delegates—and in 
fact all Association members—will have a chance 
to review the Committee’s and Board’s reasons and 
conclusions. The material is now being assembled 
and, in addition to other distribution, it will be 
published in the September issue of HosprIra.s. 

For the most part, this will be a report on cir- 
cumstances with which hospital administrators and 
trustees already are familiar: Sharply rising costs, 
a fixed income, an operating deficit, a choice be- 
tween lifting the income and curtailing Associa- 
tion services. 


Shortage of dietitians 

ONE OF THE MOsT challenging facts published in 
this year’s Statistics and Directory issue of Hos- 
PITALS (June) concerns the availability and dis- 
tribution of dietitians. 

Among 6,277 hospitals queried, 5,318 replied; 
and among those replying, only 2,331 were able to 
report on the payroll one or more qualified dieti- 
tians—which is to say those eligible for member- 
ship in the American Dietetic Association. 

In round figures, three hospitals out of five do 
not have a professionally trained person in charge 
of food service. In hospitals of fewer than 100 beds, 
the figure is four out of five. In those of fewer 
than 50 beds, it is 12 out of 13. 

These statistics seem to leave no doubt that 
there is a considerable gap between the theory and 
practice of good patient care. In theory every hos- 
pital should have a qualified dietitian in its em- 
ploy, and this theory is sound. In practice, how- 
ever, three out of five are compelled to get along 
without one, and many of these do not have any 
person in charge of food service with comparable 
training. 

Although such statistics have just become avail- 
able, the American Hospital Association has rec- 
ognized for some time that the gap exists and that 
something should be done to bridge it. 

A joint committee representing this Association 
and the American Dietetic Association has met 
periodically to consider the possibility of jointly 
publishing a manual on food service for the small 
hospital. The Board of Trustees of the American 
Hospital Association has approved this project, 
and approval by the American Dietetic Associa- 
tion is anticipated. 

No manual can provide qualified dietitians, of 
course, but it could be of great help to those hos- 
pitals that apparently must operate short-handed 
for an indefinite time. A few hospitals without 
dietitians now employ food service supervisors or 
managers. This has been looked upon as expedi- 
ency, but it may suggest the only solution to a 
deep-rooted problem. Somehow, more dietitians 
or more trained food service supervisors must be 
recruited. 
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Disease control through proper housekeeping 


S AN IMPORTANT partner in the 
hospital team, the housekeep- 
er has an obligation to keep abreast 
of medical progress by evaluating 
daily cleaning procedures and per- 
sonnel practices, to the end that 
patients may receive the full ben- 
efit of new techniques and knowl- 
edge. : 

Today the highly refined and 
detailed management of sick peo- 
ple frequently requires transfer to 
a hospital and strict control of 
most factors influencing the pa- 
tient’s mental and physical state. 
Hence, the people who come into 
contact with the patient, who 
maintain his immediate environ- 
ment, and who provide him with 
certain essential nonmedical serv- 
ices have come to play an increas- 
ingly important role. 


DUST AND DIRT 


Why should anyone be particu- 
larly concerned about dust or dirt? 
It is true that most dust, like water, 
is harmless in a pure form, but it is 
so frequently the carrier of dis- 
ease-producing organisms that we 
must be alert to its control. When- 
ever we consider the environment 
of sick people, we always must re- 
member that they are particularly 
susceptible to attack by other dis- 
eases and require the best protec- 
tion that it is possible to give. 


Generally speaking, we are con- 
cerned with two types of “dust.” 
The first is the large dust particle, 
the result of the wearing away of 
solid materials. This settles out 
fairly quickly and comes to rest on 
objects such as window sills, table 
tops, and floors. The second is the 
very small particle, the residue of 
dried droplets from coughs and 

Dr. Smiley is director of Health District 
No. 6 of the Minnesota Department of Pub- 
lic Health, Minneapolis. He was formerly 
superintendent of San Joaquin General 
Hospital, French Camp, Calif. This article 
was adapted from a paper that he pre- 


sented at the Upper Midwest Conference, 
Minneapolis, May 1950. 
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This department, by close supervision 
of employees and cleaning methods, can 
prevent further infection of patients. 


JOHN T. SMILEY, M.D. 


sneezes. This is so light that it 
drifts about in the air like ciga- 
rette smoke. The large dust par- 
ticles, because they are bigger, can 
carry more bacteria and are the 
ones that we commonly encounter 
in cleaning procedures. A total of 
90 to 95 per cent of the bacteria 
discharged into the air during 
sneezing and coughing will fall to 
the nearest horizontal surface in 
a few minutes.! Thus they will be 
removed from the air but may be- 
come mixed with the accumulated 
dust. 

As a vehicle for the spread of 
disease, dust has been studied ex- 
tensively in relation to the sec- 
ondary infection of open wounds 
and burns, respiratory tract infec- 
tions, and skin infections. Hemo- 
lytic streptococci, tubercle bacilli, 
diphtheria bacilli, and other com- 
mon pathogenic organisms have 
been found in large numbers in the 
dust on the floors of hospital 
rooms.” The actual length of time 
during which such organisms re- 
main alive and capable of produc- 
ing their characteristic diseases is 
unknown, but it is known that 
they survive for fairly long periods. 

Studies made in 1946 by Ham- 
burger and Green showed that 
during the act of blowing the nose, 
the hands and the surrounding air, 
as well as the handkerchief, are 
contaminated. More bacteria es- 
cape into the air when the hand- 
kerchief is handled again. The 
hands, getting more contaminated 
with each blowing of the nose, 
spread microorganisms to clothing, 
furniture, and bedding.® 

It appears from these studies 


that the patient with a cold, even 
if careful to use a handkerchief or 
disposable tissue, can, through 
contamination of the hands, con- 
tribute large numbers of organisms 
to the dust in the room and that 
the careless employee using a 
handkerchief can add even greater 
disease-producing potential to the 
room. 

During the last war the U. S. 
Army made extensive studies of 
dust in relation to disease and pro- 
duced evidence that a reduction of 
as much as 80 per cent in the num- 
ber of bacteria in room air can be 
effected by dust suppression meth- 
ods.*"5 

Every cleaning effort in a hos- 
pital is an effort in the direction 
of disease control and prevention. 
It is a material safeguard to the 
patient if the dust is removed 
without stirring it up to resettle 
on an open wound or to be inhaled. 


DUSTS FROM COUGHS 


The dusts of “cigarette smoke” 
size actually are not true dust. 
They are what is left when drop- 
lets of coughs and sneezes evap- 
orate. For many years these tiny 
particles were not understood or, 
in fact, even known to exist. It was 
thought that once the droplets of 
saliva or other secretion from a 
cough, or simply from talking, had 
time to fall to the floor the air was 
clean. Now we know that many 
droplets leave a very small residue 
as they evaporate in falling. The 
residue settles very slowly and 
drifts about with the air currents— 
hence the descriptive term, ‘‘ciga- 
rette smoke’”’ size.® 
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These “cigarette-smoke” size 
dusts are the ones that must be 
dealt with by ventilation. It has 
been stated that 10 air changes are 
required to secure 99.9 per cent 
reduction of bacteria floating in 
the air of a room.’ This means that 
ventilation needs to be adequate 
but not necessarily prolonged if 
the doors and windows are ar- 
ranged so that a definite air move- 
ment to the outside takes place. 
The practice in some hospitals of 
locking the so-called “contami- 
nated” room overnight or for sev- 
eral days might well be re-exam- 
ined. It may be possible to ventilate 
the room effectively in a few hours. 


SANITATION OF WASHROOMS 


It is doubtful if a single case of 
typhoid, dysentery, or other dis- 
ease actually has been traced to a 
dirty toilet or washroom in a hos- 
pital. It is quite possible, however, 
for such a case to occur, and the 
probability is directly related to 
the amount of filth, scum, crust, 
or debris that is present. There- 
fore, aside from the undesirable 
effects of bad odors and disorder 
upon patients and their families, 
the odorous and untidy washroom 
does present a means of transmit- 
ting certain diseases from one per- 
son to another. 

The effects of both clean wash- 
rooms and of untidy and dirty 
washrooms upon the behavior of 
people entering them often have 
been observed. In the clean wash- 
room there is a definite tendency 
for more care in the use of soap, 
water, and towels and more re- 
spect for the fixtures and equip- 
ment. 

A person is much less liable to 
throw a soiled tissue on the floor 
if there is a clean, handy waste- 
paper can than if there is only a 
pile of wet paper towels in a cor- 
her with a waste can barely visible 
beneath it. In the untidy washroom 
the careless person feels no con- 
punction about splattering and 


- (reating additional disorder, and 


the fastidious person uses extra 
Supplies and tosses them in any 
direction just to get out of the 
Ttoom as clean and as quickly as 
he can. Obviously, a person dis- 
charging bacteria from an open 
lesion or from the nose and throat 
will be more likely to spread his 
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disease if he acts in any such way. 
If no cleaning were done in these 
places, the operation of the equip- 
ment soon would be impaired; the 
flow of water and other liquids 
would be slowed; the amount of 
scum and stain would be in- 
creased; and, finally, larger and 
larger solids would be caught. 
Then either the floor would be 
flooded and bacteria would be 
tracked out into the hospital on the 
shoes, or the debris would dry and 
as dust would be carried into the 
hospital in the air. 
. Pre-employment examination of 
prospective employees has been 
acknowledged as desirable in many 
industries, but it takes on added 
significance in regard to hospital 
personnel. It is important to insure 
that people with infectious condi- 
tions do not enter the rooms of 
sick patients. Hence, the house- 
keeper should, wherever possible, 
have people checked before put- 
ting them to work. Of equal if not 
greater importance is daily ob- 
servation of the maids and house- 
men as they check in for duty. The 
housekeeping supervisor who spots 
a heavy cold or an infected hand 
in time to prevent the affected per- 
son from coming into contact with 
patient is making a material con- 
tribution to the progress of the 
patients. If a maid has been ab- 
sent from work for three days be- 
cause of illness and reports for 
duty looking “peaked,” it would 
be proper for the supervisor to 
refer her for a medical inspection 
before permitting her to return to 
work. Some hospitals require cer- 
tificates from family physicians on 
all illnesses of three days or more 
to insure that the employee is 
properly able to return to the hos- 
pital environment. 


COLDS HAZARDOUS 


Colds are particularly hazard- 
ous because of the large number 
of streptococci, staphylococci, and 
pneumococci that usually are pres- 
ent in the secretions of the in- 
flamed nose and throat. One maid 
blowing her nose while in the 
room of a burn case can cause a 
serious complicating infection. 

Further application of the prin- 
ciples of industrial hygiene to the 
hospital would include the obser- 
vation for minor injuries and the 


residual effects of disabling in- 
juries. The man with a sprained 
back is not only a poor compensa- 
tion risk but also a hazard to others 
when he climbs ladders to put up 
curtains or when he moves heavy 
equipment. 

Trouble is encountered fre- 
quently among maids and house- 
men who react unfavorably to pro- 
longed contact with strong soaps 
and cleaning solutions. Irritation 
of the skin by these materials may 
lead to cracking and chapping, 
followed by the development of 
infections discharging pus, which 
endangers the patients. 


CLEANING SOLUTIONS 


Although there is probably lit- 
tle possibility of a patient’s being 
in a room when a cleaning solu- 
tion of the grease-dissolving or 
organic-solvent type is being used, 
those responsible for cleaning 
should be aware of the dangers 
inherent in the use of such clean- 
ing fluids. Any nonflammable or- 
ganic solvent should be suspected 
of containing carbon tetrachloride. 
The wide use of this agent has 
brought about frequent instances 
of poisoning. Such poisoning com- 
monly occurs as a result of breath- 
ing the vapor. Carbon tetrachlo- 
ride should never be used unless 
definite provision is made for ven- 
tilation. Certain individuals are 
particularly susceptible and may 
be affected by exposure to concen- 
trations well below the usually ac- 
ceptable safe level. These include 
diabetics, alcoholics, obese persons, 
undernourished people with liver, 
kidney, or heart disease, and a 
small group of people who are 
hypersensitive or allergic to chlo- 
rinated hydrocarbons. 
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Alone, a hospital cannot easily survive 
the influences working against it today. 


The benefits of a fulltime 


state association program 


GEORGE C. SCHICKS, D.Sc. 


ECOLLECTION of childhood days 

will bring to mind the oppos- 
ing kid gangs, with their leaders 
and their fights. These leaders nev- 
er fought without their gangs, for 
they needed the support and the 
encouragement of numbers. Num- 
bers gave them strength, and 
strength placed them in a position 
to be successful in the project for 
which they were fighting. Together 
they could accomplish what they 
set out to do. Why? Because they 
had organization, collective think- 
ing, unified action. 


POWER OF ORGANIZATION 


Group representation is not just 
a game. Its importance is so im- 
pelling that it affects our very ex- 
istence. What chance does a single 
nation have today? If it requires 
the power of organization to make 
itself heard and respected, what 
chance has the single hospital 
proceeding alone? 

The lesson is that single hospi- 
tals cannot survive the influences 


that are working against them to-’ 


day. To survive, hospitals must 
unite on a local, state, and national 
leyel. Nothing short of such action 
will be effective. 

We in New Jersey have been fol- 
lowing this principle recently and 
have been greatly impressed with 
its success. Before we “saw the 
light,’ I often heard the statement, 
“we cannot afford to belong to the 
state association.” The expression 


Mr. Schicks is director of the Hospital 
of St. Barnabas and for Women and Chil- 
dren, Newark. This article was adapted 
from a talk given at the American Hospi- 
tal Association’s Mid-Year Conference for 
Presidents and Secretaries, Chicago, Feb- 
ruary 1950. 
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now has changed to “we cannot 
afford not to belong to the state 
hospital association.” Ninety-five 
per cent eligible hospital member- 
ship, with 98 per cent general hos- 
pital beds, proves that point. 

Our state association was or- 
ganized in 1918. In 1943, 25 years 
later, we started to reorganize. In 
1946 a fulltime executive director 
was appointed, and from that time 
on tremendous strides have been 
made. 

In the early days the belladonna 
plasters sold in drug stores in great 
quantities occasionally stayed in 
the store too long and then would 
not stick when applied. The phar- 
macist would advise the customer 
to moisten the surface of the 
plaster with vinegar before apply- 
ing it to get results. And results 
they did get. 

The basic substance was there, 
ready to act, but it needed some- 
thing to activate it, to energize it, 
to give it life. That was the advice 
we needed in New Jersey—the 
application of a little vinegar, 
something to set the organization 
working. 

So we reorganized and put on a 
campaign to increase membership. 
One fulltime executive director 
guided the new organization and 
carried out the plans of its trustees, 
councils, and committees. The state 
hospital association almost im- 
mediately gained prestige and ex- 
erted an influence that could com- 
mand an audience. It has turned 
out to be the “voice of the hospitals 
in the state.” 

A statewide program imple- 
mented by a fulltime executive 


director accomplishes the follow- 
ing: 

1. It steps up organizational 
activities. Councils and committees 
become more active because the 
executive director accumulates the 
agenda, prompts the chairmen, 
secures the basic data, and carries 
out the decisions. The decisions 
and discussion usually are more 
fundamental because of the ad- 
vance preparation and time given 
by the executive director. There is 
correlation, integration, and con- 
tinuity because of his knowledge 
of what all other councils and com- 
mittees are doing. Assembly pro- 
grams usually are worked out bet- 
ter because of the time he is able 
to give to them. All these things 
help the administrators and, there- 
fore, the hospitals. 

2. It establishes contacts with 
official and unofficial state agen- 
cies. More and more bureaus, com- 
missions, boards, and departments 
of government on all levels are 
adopting regulations that affect 
hospitals or are concerned in one 
way or another with hospitals. Of- 
ten those at the head of the agen- 
cies know little about hospitals. 
When the executive director, 
therefore, becomes known to these 
agency people, he is frequently 
consulted when documents are 
being drafted. By the same token 
he can often obtain information for 
hospitals that would otherwise be 
more difficult to obtain. 


LEGISLATIVE INFORMATION 


3. It keeps hospitals informed 
of legislative matters. Some pro- 
posed or new laws affect hospitals 
with respect to the care of patients 
while others may affect them as 
corporations and employers of 
labor. Full, correct, and immediate 
information about them may be 
most helpful to hospitals. 

4. It interprets hospital points 
of view to important organizations. 
Working relationships have been 
established with the executive of- 
ficers of the state medical, nurses’, 
and pharmaceutical societies; with 
the New Jersey Health Congress 
and the New Jersey Health and 
Sanitary Association; and with the 
New Jersey divisions of the Amer- 
ican Cancer Society, the Heart As- 
sociation, the Tuberculosis League, 
the National Foundation for In- 
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fantile Paralysis, and the National 
Committee for Crippled Children 
and Adults. Thus, when matters 
touching hospitals are under con- 
sideration or when hospitals have 
the need to discuss matters with 
these organizations, the channel is 
open. 

5. It interprets hospital prob- 
lems to the public. As word 
spreads, the executive director and 
officers of the association speak in 
the interests of hospitals at meet- 
ings of allied organizations, serv- 
ice clubs, welfare councils, social 
workers’ groups, and forums. The 
executive director meets with hos- 
pital trustees and with the govern- 
ing boards of counties and munici- 
palities. Also, as the opportunity 
offers, he prepares releases for 
newspapers. 


CLEARING HOUSE 


6. It functions as a central clear- 
ing house. The association office 
becomes a clearing house for in- 
formation and service. It proposes: 

To provide a _ statistical and 
financial report service to all hos- 
pitals, perhaps beginning with 
those hospitals that have adopted 
the association’s uniform account- 
ing system. 

To encourage such groups of 
hospital personnel as accountants, 
admission officers, and purchasing 
agents to hold meetings for the ex- 
change of information, the devel- 
opment of improved procedures, 
and the discussion of pertinent 
problems. 

To conduct institutes from time 
to time in conjunction with such 
groups. 

To present to the appropriate 
council for study the problems of 
individual hospitals upon which 
the administrator or board may 
desire advice and suggestions. 

To make available the service 
of the executive director for con- 
ference, upon request, with in- 
dividual administrators. 

To become more familiar with 
the program and regulations of the 
Commodity Credit Corporation 
with respect to the free distribu- 
tion of surplus farm products and 
to inform the hospitals of changes 
in the regulations and methods of 
securing such foodstuffs. 

7. It works with state agencies. 
Directives and laws governing 
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many state agencies often are con- 
fusing and difficult of interpreta- 
tion. The executive director can 
give the time to the understanding 
and clarification of such matters 
to hospitals. 

8. It brings the state program 
to the hospitals. There are two as- 
sembly meetings each year other 
than the annual meeting of the 
three-state group of New York, 
Pennsylvania, and New Jersey. 


REPRESENTS HOSPITALS 


9. It keeps hospitals in front. 
One of the major functions of the 
association is to represent the 
views of hospitals in connection 
with matters affecting them and to 
bring to bear the influence of hos- 
pitals as a whole when this is 
thought desirable and necessary. 

When Congress passed the Hos- 
pital Survey and Construction Act, 
the responsibility for preparing 
the state plan devolved upon the 
state agency. The association 
secured representation upon the 
Hospital Advisory Council, held 
meetings to determine the wishes 
of hospitals, and worked closely 
with the agency in the drafting of 
the plan. It continues to be repre- 
sented on this body, which recom- 
mends the allocation of federal 
funds for hospital construction. 

Similarly, when the State Hos- 
pital Licensing Law was passed, 
hospitals secured representation 
upon the licensing board and, 
again through meetings and 
negotiations, represented the hos- 
pital point of view in the drafting 
of the standards upon which licens- 
ing is based. 

The association is represented 
on a committee that is studying 
ways of paying more adequate 


‘sums for the care of the indigent 


in hospitals and is currently re- 
presented on the legislative com- 
mittee studying the matter of 
establishing a medical school in 
New Jersey. 

The association is likewise 
represented upon the advisory 
committee on practical nurse 
education to the State Department 
of Education, the executive com- 
mittee of the New Jersey division 
of the American Cancer Society, 
the board of trustees of the Hos- 
pital Service Plan of New Jersey, 
the board of consultants to the 


State Board of Nursing, the council 
of the New Jersey Health and 
Sanitary Association, and the ad- 
visory council to the Division of 
Cancer Control of the State De- 
partment of Health. It appoints 
official delegates to the New Jersey 
Health Congress, the New Jersey 
Tuberculosis League, and the New 
Jersey Welfare Council. 

10. It keeps hospitals informed. 
The association issues from time 
to time a mimeographed bulletin 
called The Reporter. It usually 
consists of two or three pages but, 
on occasion, may be but one page in 
order to place immediate informa- 
tion in the hands of administrators. 
Two or three issues usually are 
mailed each month, depending 
upon the timeliness and volume 
of the available material. Items of 
specific and general interest to hos- 
pitals, facts, suggestions, resumes 
of studies, and reports are included 
in the publication. 

The Reporter is written for the 
administrator, but at the request 
of the administrator a_ limited 
number of copies are made avail- 
able for members of boards of 
trustees and the administrative 
staff. 

In addition to The Reporter, 
special mailings are made to ad- 
ministrators, as the occasion war- 
rants, upon pertinent matters of 
immediate importance. 


IMPORTANCE OF DIRECTOR 


A fulltime executive director 
should be selected with great care. 
He represents the state hospital 
association. The impression he 
makes, the knowledge he possesses, 
the diplomacy he uses in working 
with and in meeting people are 
all very important; in fact, they 
are vital to the success of the state 
program. 

The many contacts the executive 
director makes with government 
officials and other important per- 
sonages demands top qualifications 
and ability. He should be able to 
write and express himself well 
and to talk convincingly before an 
audience. A person trained and ex- 
perienced in hospital administra- 
tion can bést handle such an im- 
portant position. 

Hospitals that do not plan for 
tomorrow have a hard time geting 
through today. 
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Take a look at this new, 
far more easily seen Radiopaque Sponge 


Unique X-Ray Pattern 
equal to shadow of 
1/5 inch of aluminum 


Today you have at your service a new and 
thoroughly better Curity Radiopaque 
Sponge, with an insert that’s far easier to see 
than other X-Ray-detectable dressings. In 
fact it’s even easier to see—by a full 100%— 
than the Curity Radiopaque Sponge of the 
type that first brought this great safeguard 
to modern hospitals. 


You can not only see the difference for 
yourself, you can MEASURE it for your- 
slf,as shown here. A new-type Curity Radio- 
paque Insert is compared with a “ladder,” or 
sries of steps, of aluminum. In this exam- 
ple, each layer of aluminum is 50/1000 of an 
inch thick. The new Radiopaque X-Ray 
shadow is as distinct as that of four alumi- 
tum layers—1/5 of an inch. 


No other insert is as opaque to X-Ray! 


And no other insert casts as DISTINC- 
TIVE a pattern as the cross-hatched, wide- 


‘Inesh pattern of the new Curity. It contrasts 


% strongly with other shadows that it can’t 
possibly be mistaken for anything but what 
itis. Even when other details on a film are 
blurred by motion or improper exposure, the 
tew Curity pattern telegraphs, “Here lies a 
gauze sponge!” 


Worth seeing for yourself! 
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Insert Insert 
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X-RAY "“LADDER’’ FORMED OF LAYERS OF ALUMINUM 
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The stages of a successful drive 


for efficient laundry operation 


WILLIAM H. MORRISON 


E NOW HAVE $4,000 in the bank 
W:: the result of savings made 
in our laundry during the last 
year. 

Two years ago, our laundry bill 
at the 190-bed Friends Hospital of 
Philadelphia amounted to $6.57 
per hundred pieces. This figure in- 
cluded all charges against the 
laundry which would normally be 
included in a cost accounting 
system. Since, at that time, no one 
at our hospital knew too much 
about laundry, we decided to make 
a routine check of prices with a 
commercial laundry to see how 
they compared with our costs. 

When the commercial laundry 
quoted a price of $5.28 per hundred 
pieces, we knew that changes were 
in order. Consequently, when the 
American Hospital Association an- 
nounced a laundry institute for 


Mr. Morrison is_ business manager, 
Friends Hospital, Philadelphia. 


TWO six-hole sorting trays expedite classification of various types 
of linen. The nets are removed from the trays when half full. 
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Philadelphia, we decided that 
someone at the hospital should find 
out how we could save the $1.29 
per hundred pieces, and avoid clos- 
ing our plant. 

We did attend the institute and 
we did find out how to save the 
difference shown above. Our laun- 
dry cost is now $4.84 per hundred 
pieces. 


DETAILED COST ANALYSIS 


In accomplishing this, our first 
step was to find out what our laun- 
dry was actually costing us, and 
where those costs fell. In our 
opinion, any hospital, any size, any 
place, can ill afford to be without 
a cost system, in view of the in- 
ternal control that it offers the ad- 
ministrator. 

Our next investigation was 
directed at the type of employee 
hired in our plant. The following 
quotation from notes made at that 


time may reveal the nature of our 
problem. 

“Our 69 year old ‘delivery boy’ 
has an assistant who is being 
trained to carry on in his absence, 
The person who was hired is 66 
years old and in poorer physical 
condition than the regular man, 
This prompted an investigation 
into the ages of all our laundry em- 
ployees, and it is revealing to find 
that nine out of 16 of our laundry 
workers are more than 60 years of 
age. Four are more than 65, the 
two oldest being 74 and 69. Three 
employees are over 50, they being 
53, 58 and 59. The average age is 
57 years. With two exceptions, 
these people did not grow old in 
our service but were hired at ad- 
vanced ages.” 


NUMEROUS CONSULTATIONS 


In the trail of our investigations, 
we left behind many weary per- 
sons with whom we had discussed 
our problems. All were experts in 
their fields and all gave freely of 
their advice and assistance. We 
consulted laundry managers who 
have good records, widely known 
laundry consultants, chemists, per- 
sonnel men, hotel owners, and any 
others who would spare us the 
time. 

Our conclusions were: 

1. If we handled our own work 
properly, we could do it for less 
than it could be done commercial- 
ly. 

2. We would have to spend about 
$8,000 for more efficient equip- 
ment. 


FLATWORK ironing costs were trimmed by installing the latest 
type steel wool asbestos padding. It is changed only once a year 
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3. We would have to review the 
competency of our personnel. 

4. We would have to establish 
an equitable pay scale to obtain 
better workers. 

5. We would have to set a time 
limit for the management to bring 
the costs into line. 


This outline was reviewed with’ 


our manager and we were assured 
that the acquisition of new equip- 
ment should be of material assis- 
tance in achieving our goal. It was 
mutually agreed that this goal 
could be accomplished within six 
months after installation of the 
new equipment. Our laundry man- 
ager resigned, however, before this 
program could be accomplished. 
Within a month, we had hired a 
new manager, with commercial 
laundry experience, who also said 
the program could be easily in- 
stalled. 

In Friends Hospital there are ap- 
proximately 150 employees “living 
in.” There are about 50 incontinent 
patients, who have as high as six 
linen changes a day and who 
change their personal clothing just 
as often. Ninety patients change 
bed linen three times per week. 
The personnel change linen once a 
week. 

Under the old schedule, all linen 
and personals for both patients 
and employees were processed im- 
mediately upon receipt. The result 
was that the flatwork ironer, pres- 
ser, tumblers and washwheels were 
in operation every day, or 42.5 
hours a week. 


NEW LAUNDRY SCHEDULE 


Under a new staggered schedule, 
the same amount of work is accom- 
plished with less effort and more 
efficient use of personnel and 
equipment. 

In order to expedite hall linen 
deliveries, patients’ linen only is 
now collected on Monday morning. 
It is immediately sorted into ham- 
pers and processed. Flatwork is 
ready for delivery the following 
morning. 

At 10 a.m. Monday, all patients’ 
and employees’ personals, includ- 
ing nurses’ and student nurses’, are 
collected and sorted. For a thor- 
ough and more efficient job in sort- 
ing, we constructed two trays (22 
x 32 inches) with six holes each, to 
hold six nets open while sorting. 
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HAND IRONING at Friends Hospital is just 
an unpleasant memory since installation of 
all purpose pressers and an improvised shirt 
unit. Pressing speed is more than tripled. 


Each of these holes is titled. It is 
not easy for anyone sorting to mix 
the different colors and fabrics. 
When these nets are half full, they 
are removed from the trays, pinned 
and thrown into a large bin, also 
titled. 

At 10:30 am., the washman 
loads and then follows through 
with washing, pulling, extracting 
and tumbling, while the seven 
operators are processing flatwork. 

By adopting the latest type of 
padding, guaranteed for one year, 
we are not constantly changing 
ironing covers and padding. Oper- 
ating the ironer 18 hours per week, 
we should get two to two-and-a- 
half years of service from our new 
padding. Presses are covered with 
nylon cloth and require changing 
every four to six weeks. 

On Tuesday morning, the wash- 
man prepares presswork for the 
operators. The delivery man makes 
his deliveries and picks up at the 
same time. He also collects all per- 
sonnel linen and doctors’ personals. 
Three girls are assigned to the 
wearing apparel presses and two 
operators to an improvised shirt 
unit. 

Hand ironing at Friends Hospital 








is a thing of the past. We have in- 
stalled an all-purpose unit that has 
eliminated five hand ironers. Our 
operators press eight uniforms, or 
20 dresses, per hour. With our im- 
provised shirt unit we are able to 
do all of our shirts in one-and-a- 
half days, where previously it 
took one week. The shirt unit 
produces 25 shirts per hour. We 
hire operators who will cope with 
the speed of the presses. 


REVISION SUMMARY 


A summary of our revised laun- 
dry schedule is as follows: 

Washwheel operation: Wash 
linens Monday, Tuesday, Wednes- 
day and Friday. Wash colored 
fabrics, silk and wool on Monday, 
Wednesday and Friday. 

Tumbler operation: Operate tum- 
blers Monday through Friday. Also 
used to condition small pieces and 
table linen for the flatwork ironer. 

Flatwork ironer operation: Proc- 
ess flatwork on Monday, Wednes- 
day and Friday. 

Press operation: Wearing ap- 
parel is pressed Tuesday and 
Thursday. 

Maintenance: Washman cleans 
and maintains all laundry equip- 
ment on Thursday and Saturday. 

Our new manager has insisted 
that the laundry be cleaned up and 
made at least as attractive as any 
other department in the hospital. 
She asked for paint and got it. She 
asked for decent wages for her em- 
ployees and got them. She is now 
asking for. better lighting and we 
will see that she gets better light- 
ing. Eight employees are doing the 
work previously done by 15 and all 
are better paid. 

A point-by-point review of our 
program for revamping the laun- 
dry would be as follows: (1) Com- 
parison of hospital laundry costs 
with commercial laundry costs to 
determine “operating deficit,” (2) 
thorough study of means for mak- 
ing a laundry more efficient, (3) 
detailed cost analysis showing our 
own areas of inefficiency, and (4) 
positive measures to correct weak- 
nesses. 

Although it took time for us to 
learn, we know now that a hospital 
laundry can be run as efficiently as 
a commercial laundry, and with no 
more complaints about the service 
or quality of work. 
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WITH A VERSATILE CREW 


Flexibility through job rotation 


EARNEST L. BEST 


N THE LAUNDRY at the Battle 

Creek Sanitarium, nearly every 
employee is able to do more than 
one job. 

We have found that a crew with 
this flexibility allows us to do the 
work with fewer people in a short- 
er work week, and still give laun- 
dry service to the institution that 
is broken by a minimum of inter- 
ruptions. 

With such an arrangement, any 
individual or group of individuals 
can be shifted to the position where 
they can do the most good at any 
given time. Thus, at times when 
one or more employees are absent 
from illness or other cause, we are 
rarely caught off guard, and we 
seldom call in extra help. ; 

A good example of this employee 
versatility is revealed in an analy- 
sis of the work done by the two 
office girls. Their first duty, of 
course, is to maintain records, 
handle telephone calls, price 
tickets, and act as general man- 
agerial assistants on interdepart- 
mental problems. 

Second, they also act. as classi- 
fiers, checking in and out items 
such as doctors’ coats and pants, 
and uniforms for nurses, maids, 
and dining room and kitchen help. 
Since our laundry does personal 
bundle work for guests, patients 
and employees, we must maintain 
a cash-and-carry office just as a 
commercial laundry does. This 
service, too, requires classification 
and checking, and the same two 
girls handle the job. 

Last, and most significant, both 
of these girls are well trained in 
plant operations. Either one or 
both frequently may be found giv- 
ing a hand at the shake-out table, 
on a flatwork ironer, or on a shirt 
press. 

Our flatwork ironing crew 
changes positions every half hour. 
The crew consists of two shakers, 


Mr. Best is laundry manager of the Battle 
Creek Sanitarium, Battle Creek, Mich. 
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two folders and two feeders. At 
the designated time, the shakers 
take the feeding position, the feed- 
ers move to the folding table, and 
the folders revert to the shake- 
poles. Thus we have girls who are 
adept at any one of the three oper- 
ations. Anyone who has seen flat- 
work crews handicapped because 
the “head” folder was absent will 
appreciate the value of having 
girls who are all “head” folders. 
Ours have to be. They even change 
from one end of the ironer to the 
other, so that we never have an 
operator who can feed or fold from 
only one position. 

The regular tumbler operators, 
sorters, and the girl who does cur- 


OFFICE girls at the 
Battle Creek Sani- 
tarium perform 
many jobs: Right, 
classifying and bun- 
dling linen, and be- 
low, taking a turn 
at the flatwork iron- 
er. They also func- 
tion as general man- 
agerial assistants 
on interdepartmental 
problems. This in- 
cludes pricing tick- 
ets, answering tele- 
phone calls and main- 
taining records. They 
are well trained in 
all phases of our 
plant operations. 


tains on the curtain machine also 
have job versatility. The tumber 
girls are excellent flatwork operat- 
ors. On the other hand, there are 
several other people in the plant 
who have mastered the tumbling 
job. The girl on the curtain ma- 
chine is versatile enough to be 
good at any one of various tasks, 

Our press operators sometimes 
give a hand in the flatwork depart- 
ment, for occasionally they finish 
early due to a fluctuation in the 
volume of bundle work. 

The employee who does the 
“packing out” of linens for the 
various departments is a very ef- 
ficient flatwork operator. When 
the ironer is being run at high 
speed, she serves as a back-fold 
operator, and also “packs out.” 
When small pieces are being run, 
she joins the folders and completes 
the crew. 

Throughout our employee train- 
ing, we stress the importance of 
teamwork. Every employee knows 
that it is the combined effort of all 
that is important to us. 
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LAUNDRY MANAGEMENT ENT 


Glycerine for stain removal 


LAUNDRY MANAGERS who have 
never tried glycerine as a stain 
removing agent and are experi- 
mentally minded may be interested 
in this correspondence from the 
Glycerine Information Service. 

“The importance of glycerine in 
stain removal has been re-empha- 
sized in an address by a delegate 
to a convention of New Zealand 
launderers in Wellington. 

“The delegate said that for com- 
plete and safe removal of tea, cof- 
fee and fruit stains from practically 
any material, glycerine is inval- 
uable. 

“The general procedure is to rub 
glycerine into the stain, leave the 
material overnight, and then flush 
it out with warm water the next 
morning. Even the most obstinate 
stains in the above group will dis- 
appear under this treatment, pro- 
vided they have not been dry 
cleaned or have not oxidized. 

“For long-set fruit stains, mois- 
ten the stain with glycerine and 
put the material aside for an hour. 
Then stretch it tightly and pour 
boiling water through the stain. 
Follow this action with thorough 
rinsing, feathering out and dry- 
ing.” 


Flatwork static 


The flatwork ironer is one of 
the laundry manager’s most useful 
items of equipment, but at the 
same time, it is often the one that 
causes him the most difficulty. 

Not least among problems that 
must be overcome in use of flat- 
work ironers is that created by ex- 
cessive static electricity. In return- 
ing a laundry management ques- 
tionnaire sent out by HOSPITALS, 
one hospital laundry manager from 
California described how he suc- 
cessfully overcame such a problem. 

“We were troubled with static 
electricity on our flatwork ironer 
for more than a year. Perhaps the 
solution that we finally found to 
our problem can help other laun- 
dry managers solve theirs. 
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“From the time our new six-roll, 
120-inch ironer was put into opera- 
tion, we had encountered repeated 
troubles. It was necessary to stop 
six or eight times every day to pull 
from three to 15 sheets off the 
rollers where they had been 
dragged by static in the apron. 

“During our year-long experi- 
mentation. we tried many reme- 
dies. First we checked the speed of 
each apron for possible friction. 
Then we stretched a wire across 
the apron, just beyond the reach 
of the folders, with brass chain 
links and tinfoil dragging the 
apron. After this we changed the 
height of the receiving tables; 
changed the supplies and formulas 
in the washroom; sprinkled talcum 
powder on the aprons; tried dif- 
ferent waxes on the chests, and 
experimented with different meth- 
ods of grounding. None of these 
brought results. 

“Discovery of the real source of 
friction was made when it was 
necessary to change the lower 
apron. The upper portion of this 
apron, traveling toward the folder, 
was rubbirig against the lower por- 
tion, traveling in the opposite di- 
rection. This caused an extreme 
amount of friction. 

“By restringing the new apron 
with its lower portion underneath 
the roller, we eliminated the trou- 
ble. Now the two portions of the 
apron travel in opposite directions 
but do not rub together. 

“Since this change we have not 
had a single sheet become tangled 
with the rollers because of static 
electricity.” 


Removing blood stains 


A question was received recently 
from a Minnesota administrator 
who would like to know what spe- 
cial treatment should be given to 
“bloody operating room linens.” 

The answer below was provided 
by John Kenney, a member of the 
Association’s laundry management 
committee: 

“It has been found advantageous 


to put badly stained operating 
room linens and other similarly 
stained linens in canvas bags for 
conveyance to the laundry depart- 
ment. These bags serve a dual pur- 
pose: First, they keep the stains 
away from the conveyance and 
second, they retain moisture. 

“When a blood stain is kept 
moist, it seems to wash out more 
easily. This is apparently due to its 
gelatinous quality. When such 
stains lose their tackiness, they 
seem to become more permanently 
fixed, particularly on the edges. 

“Proper alkali pressure with 
proper temperature on the first 
washing cycle will remove more 
than 90 per cent of most hospital 
stains other than dye or unguents, 
even if they have set, provided 
moisture-holding canvas bags are 
used for transport.” 


Distinctive dyeing 

The deputy superintendent of a 
1,500-bed municipal hospital in an 
eastern city has posed a question 
which should be of interest to laun- 
dry managers: 

“What is your opinion of dis- 
tinctive dyeing of linens for the 
various departments in the hospi- 
tal? It is my opinion that dyeing 
only adds to the complexity of the 
problem since it makes the linen 
inventory less flexible. We have 
wondered, also, what its effect 
might be on the life of the linen.” 

The answer below was provided 
by the chairman of the Associa- 
tion’s laundry management com- 
mittee, Frank G. Bruesch: 

“T do not believe that many hos- 
pitals go beyond the scope of dye- 
ing their cleaning rags or operating 
room linen. In Harper Hospital 
(Detroit), we are planning to have 
our laundry department take over 
linen storage and_ distribution. 
When this is done, we will not 
worry about departmental lines 
but will fill all their wants from 
a centralized stock. Previously we 
had identified departmental linen 
by colored stripes, borders and 
checks. 

“Personally, I do not believe that 
dyeing is harmful to linen, even 
at high temperatures, unless the 
PH is too high. We have been dye- 
ing cleaning rags for years and 


‘ operating linens for 18 months and 


. . ’ 
have never considered it harmful.’ 
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A study of maintenance accidents 


and some ways to avoid them 


WILLIAM B. BELLAMY 


TATISTICS INDICATE that the fre- 

quency of accidents among 
maintenance men isgabout four 
times that among average produc- 
tion workers. The primary reason 
for this, of course, is that mainte- 
nance and repair work carries a 
much greater variety of hazards 
than most other occupations. 

Since this is so, a thorough safety 
indoctrination is always in order 
for maintenance department per- 
sonnel. This, in turn, calls for a 
study of the causes of accidents in 
maintenance units and suggested 
procedures whereby many of them 
might be avoided. 

First, special attention should be 
given to articles of equipment 
which are likely to be the sources 
of explosions, since explosions are 
by no means rare in institutions 
and are almost always devastating 
in effect. Potentially dangerous 
equipment in this respect would in- 
clude air compressors, boilers, re- 
frigeration equipment and hot 
water tanks. 

Air compressors should never 
present a problem if they are prop- 
erly mounted and serviced, and if 
all safety valves, thermometers, 
filters, and shut-down devices are 
carefully and regularly inspected. 
Inspections should be made not 
only by the maintenance engineer 
himself, but also by the operating 
engineer on duty. Protection 
against overpressure must be cer- 
tain. If the discharge line contains 
a stop valve, a safety valve should 
be installed between it and the 
Machine to relieve pressure if the 
Compressor is accidentally started 
With the stop valve closed. If there 

Mr. Bellamy is building superintendent, 
~~: i Hospital, San Francisco. 
pte om a paper presented at the 


American Hospital Association’s Engineer- 
ing Institute, St. Louis, April 1950. 
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is a valve between the compressor 
and air receiver, a safety valve 
should be installed in the discharge 
line at the compressor. In all cases, 
relief valves should be installed on 
receiver tanks. Any defects should 
be repaired immediately or brought 
to the attention of the maintenance 
engineer so that he can make im- 


Rubber ladder shoes can prevent 
this. 


mediate arrangements to have them 
repaired or replaced by 4 compe- 
tent mechanic. Compressors should 
never be in a location where they 
are exposed to intense heat or to 
excessive temperature fluctuations. 

As for boiler accidents, a recent 
survey made by one company cov- 
ering all damage claims of $1,000 
or more showed that approximately 
44 per cent were the direct result 
of negligence or incompetence on 
the part of the operator. Thirty- 


six claims were studied in all. Of 
these, 16 could have been avoided 
had the operators been more aware 
of their responsibilities or more 
thoroughly indoctrinated in safe 
practices. Low water was the cause 
of 14 of these accidents; one was 
due to a heavy crust of boiler scale, 
and another was caused by over- 
heating due to excessive accumula- 
tion of oil and grease within the 
boiler. 

Current practice is to make boil- 
er operation practically automatic 
by use of various safety devices 
guarding against low water, high 
water, overpressure, and loss of 
fuel. Too often operators have be- 
come overly dependent upon these 
safety devices and have tended to 
overlook regular checks and in- 
spections on them. A safety device 
is of absolutely no value unless it 
is operating properly. It is manda- 
tory that it be kept in proper 
working order at all times. Careful 
checks are especially important in 
the case of flame controls used with 
pulverized coal, oil and gas fuels. 
Purging of furnaces before ignit- 
ing is a must to guard against seri- 
ous furnace explosions. 

Another potential killer is the 
refrigeration system. Periodic 
checks should be made on all relief 
valves in such systems to be certain 
that they will function properly 
when needed. It also is important 
to guard against overloading the 
refrigerating plant. ic is a common 
practice to overfeed liquid am- 
monia to evaporator coils so that 
there is danger of a liquid-am- 
monia slug coming back to the 
compressor and blowing off the 
compressor head. This is a common 
accident and often kills or maims 
the operator. Another cause of fa- 
tal accidents is ammonia explosion. 
Still other accidents are caused by 
open oil-separator drains. An op- 
erator places a bucket of water un- 
der the drain and opens the valve 
—a sudden spurt of oil and am- 
monia into the water—and the re- 
sult is a serious burn from the 
splashing liquid. 

Careful scrutiny should be given 
to all refrigerator pipe lines. A 
weakened area in a pipe may be 
undetected because of insulation 
and eventually a serious explosion 
may occur. Periodic inspection of 
all pipe lines in a system should be 
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made about every six months. 
When a small system supplies all 
the refrigeration for relatively 
large quantities of perishable goods 
(as in many large hospitals), a 
minor leak may cause heavy losses 
by contamination or spoilage. 

In view of the importance of re- 
frigerated foods in modern insti- 
tutions, an analysis of accidents 
to refrigerating systems has been 
made. This analysis was based on 
a survey of approximately 200 ac- 
cidents covering a period of about 
two and one-half years. The acci- 
dents covered were only those in- 
volving pressure vessels and pip- 
ing. Causes were as follows: 
Corrosion 
Carelessness 
Freezing 
Defective welding and 

brazing 
Defective materials 
Vibration 
Overpressure 
Poor maintenance 
Inadequate or wasted 

supports , 

OO ee eee 3.2% 

This survey was made with the 
expectation that certain corrective 
measures might be indicated, and 
the results point definitely to a 
number of helpful hints. 

First, the parts of the refrigerat- 
ing system that are particularly 
susceptible to corrosion should be 
periodically examined and pre- 
ventive measures taken promptly 
if corrosion is present. Such parts 
include condensers, vessels con- 
taining brine, piping containing 
brine, piping submerged in brine, 
and refrigerant piping in cold 
storage rooms. 

Second, any parts of the system 
which may be damaged through 
carelessness should be protected by 
means of suitable guards. 

Third, all vessels and piping in 
the system should be of adequate 
design and, if of welded construc- 
tion, should meet the requirements 
of a recognized code. 

Fourth, methods of defrosting 
should be carefully studied, and 
any improper or hazardous meth- 
ods should be discontinued. 

Fifth, any part of a refrigerating 
system which can be segregated 
from the system as a whole by 
means of valves should be pro- 
tected against overpressure. 


34.1% 
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Sixth, all protective devices and 
automatic controls should be 
checked regularly and kept in good 
operating condition. 

Hot water tanks can be consid- 
ered, to a great extent, in the same 
category with boilers. Since they 
are called hot water tanks and not 
boilers, there is a tendency to neg- 
lect them for that simple reason. 
Consequently, it is important to 
stress the need for relief valves on 
all hot water tanks. A small 20 gal- 
lon household water heater has the 
destructive capacity to demolish a 
dwelling completely. Since the 
heaters used in a hospital are of 
several hundred gallon capacity, 
the potential danger is that much 
greater. Therefore, all safety de- 
vices on these heaters should be 
checked periodically. Similar 
checks should be made on the con- 
dition of the tank itself. 


"MINOR" ACCIDENTS 


The articles of equipment men- 
tioned above are by far the most 
hazardous as far as spectacular and 
devastating accidents are con- 
cerned, but there are other types 
of equipment which are equally 
important because they are so fre- 
quently the cause of accidents. 

Among the first in this group are 
elevators. Careful inspection is the 
backbone of safe elevator service. 
Cleanliness must be stressed first, 
since where elevator equipment is 
kept clean there is little to worry 
about. This includes an inspection 


He didn’t take a practice swing. 


of the elevator shafts. Sufficient 
light in the shafts makes detection 
of filth accumulations easier. For 
this reason, it is a good idea to use 
light colored paint in the dark 
areas. Metal guards should be 
erected around machine parts 
wherever there is likelihood of 
danger to workmen or equipment. 
All elevator ropes should be in- 
spected every three to six months 
and unsafe ropes should be con- 
demned. 

Electrical equipment also is a 
frequent source of accidents. It 
should be installed or altered only 
by qualified maintenance engineers 
or electricians. All work should 
comply wit governing codes and 
standards. Transformers, control 
boards, starting switches and other 
apparatus should be placed where 
there is least danger of accidental 
contact with energized conductors, 
Exposed current-carrying parts 
should be further protected by en- 
closures or special guards. 

When repair work is being done 
on motors, motor-controlling de- 
vices or machinery driven by mo- 
tors, the circuits should be de- 
energized by opening the neces- 
sary switches and locking them in 
the open position. If a switch can- 
not be locked open, it should be 
blocked with a warning tag at- 
tached to it. 

Special attention should be giv- 
en by the maintenance engineer to 
the general state of all wiring. Wet 
wires, exposed switches, and poor 
connections can have the effect of 
a sledge hammer on the head of 
even the huskiest worker. In addi- 
tion, a great percentage of all fires 
are caused by faulty electrical 
equipment. 

To this group of hazards also be- 
longs all machine shop equipment. 
Appropriate safety guards should 
be provided for each type of ma- 
chinery, even if it requires a spe- 
cial design not commercially avail- 
able. Some safety guards actually 
increase the output of an opera- 
tor, since his feeling of security 
reduces the anxiety-produced fa- 
tigue that otherwise would accom- 
pany the job. Where guards are not 
practical, the floors around dan- 
gerous machinery should be 
marked. 

Specific items of equipment, such 
as lathes, thread-cutting machines, 
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grinders and shapers, should be 
positioned carefully. Lathes, for 
example, should be placed where 
they are most easily operated and 


where there is sufficient light on 


all parts to forestall errors in pre- 
cise judgment. Guards should be 
installed to deflect flying particles. 
Overhead drive shafts should be 
installed so that belts, flywheels 
and other movable parts will not 
come into contact with clothing or 
other foreign objects. 


PORTABLE LADDERS 


Large numbers of accidents are 
caused by the improper use of 
portable ladders. Installation of 
fixed ladders, stairways and ramps 
is desirable to prevent accidents of 
this type, but this is not always 
possible. A frequent cause of lad- 
der-accidents is selection by the 
user of a ladder that is too light 
for the work. In most cases, the or- 
dinary mechanic’s ladder is the 
most satisfactory to use. Where 
maintenance men must work at 
fixed heights, however, or where 
the work requires considerable 
freedom for the worker, the plat- 
form or safety ladder is better. 

All ladders purchased should 
comply with American Standard 
Safety Codes. Newer types of lad- 
ders, made of light metals such as 
aluminum alloys and magnesium, 
have not yet been covered by any 
code. Their use by electricians, 
however, is obviously undesirable, 
since as conductors of electricity 
they may create a hazardous con- 
dition. 

It is recommended that rubber 
ladder shoes be used to prevent 
ladders from slipping or, in the 
case of extension ladders, to pre- 
vent them from slipping back away 
from the walls when the ladders 
are improperly placed. Such items 
are particularly desirable in hos- 
pitals to reduce noise. 

When a broad platform is need- 
ed for tools, or when more than 
one man is required for a _ job, 
portable metal scaffolding should 
be used instead of ladders. 

All new ladders and scaffolding 
should be inspected as soon as they 
are received and a regular routine 
should be set up for such inspec- 
tions. Maintenance men should be 
instructed in the proper use of 
ladders and should be told to re- 
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He used a wrench for a hammer, 


port any defects immediately so 
that corrective measures may be 
taken. All men who work at high 
levels should be checked carefully 
to be sure that they are fit for such 
work. 

Although accidents caused by 
hand tools are among the most 
numerous of all, the great majority 
of them can be attributed to one 
or more of four primary causes: 

1. The use of improvised tools, 
such as a wrench for a hammer, 
or a file or screwdriver for a crow- 
bar. 

2. The use of defective tools, 
such as a burred chisel head, a dull 
saw or knife, a split hammer han- 
dle, or a poor quality tool. 

3. Incorrect use of tools, such as 
striking of two hard-surface tools 
together or failing to take a prac- 
tice swing with a sledge to adjust 
for clearance. ; 

4. Tools not put away, ‘such as 
a wood chisel loosely laid in a tool 
box, a hammer left on the edge 
of a machine, or a knife left on a 
table. 

Adequate bins and racks should 
be provided for storage. This in- 
cludes special storage spaces for 
combustible material. Such mate- 
rials should be isolated and should 
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have sufficient circulation of air to 
reduce the danger of spontaneous 
combustion to a minimum. 

There are certain general pol- 
icies to be observed in maintenance 
work to hold the accident rate 
down. Among the most important 
is careful planning of each job. 
Histories of many maintenance 
employees’ injuries show that jobs 
were begun without proper plan- 
ning and application of appropri- 
ate safeguards. Instruction manu- 
als are always furnished with 
materials and equipment. These 
should be available to operators 
and maintenance men at all times. 

Assignment of employees to haz- 
ardous work also deserves careful 
consideration. In many cases it has 
been found that workers trained 
in one phase of maintenance work 
have been assigned to other 
maintenance and repair work in 
which they have had no practical 
experience. 


SAFETY SIGNS 


Probably the simplest and most 
effective way to warn employees 
of hazardous conditions is by the 
use of safety signs. The effective- 
ness of any given sign depends up- 
on its shape, color, wording and 
location. Signs should be placed so 
that they may be easily seen; 
wording should be brief and clear; 
lettering should be as large as pos- 
sible, and the proper sign should 
be used for the prevailing hazard. 
“Danger” signs should be _ used 
only where there is imminent dan- 
ger and serious hazards are in- 
volved. “Caution” signs should be 
used where potential hazards exist 
and it should be pointed out to em- 
ployees that the difference between 
“danger” and “caution” is one of 
degree only. The National Safety 
Council may be consulted for pro- 
curement of suitable signs and for 
specific information on hazards. 

Periodic inspection and inven- 
tory of signs should be part of the 
safety program. Signs should re- 
ceive the same cleaning and 
maintenance that is given to other. 
equipment. Those which are no 


longer needed should be removed. 


Where hazards have changed, signs 
more appropriate to present con- 
ditions should be substituted. 

The most important phase of 
safety in maintenance work is ed- 
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UniTrane quickly and easily solves your moisture con- 
trol problem in air conditioning. It supplies better, more 
comfortable conditions than any unit system ever did be- 
fore. That’s because the Type MC UniTrane is a two-circuit 
unit. One circuit controls the warming, cooling, filtering 
and circulating of room air. The other circuit introduces 
ventilation air, warms it, cools it, filters it and dehumidifies 
before blending with room air for distribution. These two 
circuits work together, but are independently adjustable. 

Trim, compact, space saving. Only simple piping is re- 
quired to deliver chilled water to the units for the cooling 
season and hot water during the winter months. 

Designed for big buildings with many small rooms, 
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Moisture Control Is Important 


offices, apartments, hospitals or hotels, Type MC UniTrane 
delivers the proper amount of air, at the temperature each 
tenant desires. 

The Trane sales office in your area will gladly show you 
that Trane manufactures a complete line of equipment to 
handle every air conditioning problem perfectly. 


THE TRANE COMPANY...LA CROSSE, WIS. 
EASTERN MANUFACTURING DIVISION, SCRANTON, PA. 


Manufacturing Engineers of Heating, Ventilating and Air Conditioning 
Equipment — Unit Heaters, Convector-radiators, Heating and Cooling 
Coils, Fans, Compressors, Air Conditioners, Unit Ventilators, Special 
Heat Exchange Equipment, Steam and Hot Water Heating Specialties 
... IN CANADA, TRANE COMPANY OF CANADA, LTD., TORONTO. 


This type MC UniTrane Room Unit is beautifully styled for underwindow installation in offices, hotels, hospitals, and other 
multi-room buildings. Each room has its own temperature, moisture, and ventilation control... Data bulletin DS-420 is for 
architects and engineers...’’Merely a Matter of Air” is an interesting non-technical discussion of multi-room air conditioning. 
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ucation of workers in safe prac- 
tices. It is absolutely essential that 
anyone performing work involv- 
ing dangerous machines, materials, 
or hazardous conditions be thor- 
oughly trained in safe practices. He 
should be impressed with his re- 
sponsibility not only to himself 
and his employer, but also to his 
fellow human beings. 


SAFETY EDUCATION 


Education in safety must be firm 
and strict. The idea that disregard 
for safety is gallant and daring 
must be erased completely from 
the mind of the operating engineer 
or maintenance man. Wherever 
possible, safety meetings should be 
standard procedure. At these meet- 
ings, causes of accidents should be 
discussed and workers should be 
taught to recognize unsafe condi- 
‘tions within their own plants. 

The chief maintenance engineer 
should be constantly on the alert 
for lapses into carelessness. More 
often than not, carelessness is the 
result of haste. It should be con- 
stantly stressed that no emergency 
is so great that time cannot be giv- 
én to doing the job safely and well. 

The supervisor should have suf- 
ficient contact with each operator 
to know his physical capacity and 
his personal habits. An exhausted 
man is hardly able to perform 
safely and a harassed mind is al- 
most always attended by careless- 
ness. 

Clothing worn by employees 
plays an important role in safe and 
proper maintenance. Just any old 
clothing will not do, even for a 
dirty job. Clothing that binds 
should be avoided and all clothing 
must “feel” comfortable. Non-skid 
shoes and suitable caps should be 
worn. Special equipment must be 
made available for work such as 
welding. Other protective items 
which should be on hand when 
needed are goggles, gas masks, res- 
pirators, helmets, face shields, 
safety belts, knee pads, rubber 
aprons and gloves. 

Education in safe practices must 
be constant and relentless, for this 
is the most important security 
against accident hazards. The saf- 
est machine or article of equip- 
ment is only as safe as the respect 
for safety in the mind of the op- 
erator. 


- 
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Prize winning suggestions 


THE SWAPPING of practical ideas 
between the students at an insti- 
tute probably provides one of the 
most effective benefits that arise 
from institute attendance. Prior to 
the engineers’ institute in St. 
Louis, the registered students were 
asked to submit suggestions for 
“Short Cuts and Improved Meth- 
ods in Hospital Maintenance.” 
Some of these were discussed by 
their authors at the Thursday 
round table session. 

The institute coordinator an- 
nounced that prizes in the form of 
the Association’s ‘‘Manual on Fuel 
Conservation in Hospitals” would 
be awarded for the best suggeés- 
tions. Subsequently, the sugges- 
tions were graded on six tests of 
their value. These classifications 
were: Originality, ingenuity, sim- 
plicity, practicality, universality of 
application and apparent effective- 
ness. 

Highest scores were earned by 
John McNutt of Grace Hospital, 
Detroit, and Frank Repking of 
Methodist Hospital, Gary, Ind. Be- 
cause they had a tie score, they 
shared first and second place. Each 
will receive a cloth-bound copy of 
the fuel conservation manual. 

Next highest scores resulted in 
a three-way tie for third place by 
Chancey C. Jepson of White Me- 
morial Hospital, Los Angeles; L. B. 
Trigg of Methodist Hospital, Dal- 
las, Texas; and Arthur E. Viste, 
of St. Olaf Hospital, Austin, Minn. 
Each of these have received a 
paper-bound volume of the man- 
ual. 

John McNutt’s suggestion is as 
follows: 

“T have found it advantageous to 
designate special equipment to the 
care of various of our maintenance 
men who become experts in these 
individual machines by studying 
their operation and construction. 
When a man is assigned to a par- 
ticular type of equipment he is 
given literature pertaining to its 
theory of operation and use, and 
encouraged to study these mate- 


rials and outline a program of pre- 
ventive maintenance. 

“The various men in all of our 
conversations are referred to as 
the sterilizer expert, the clock ex- 
pert, the fire equipment expert, or 
whatever the proper designation 
may be. 

“Our staff now includes men who 
are thoroughly familiar with: 
clocks, dishwashers, heating sys- 
tem (ours), steam traps, sterilizers 
and stills. These men assume full 
responsibility for the equipment 
assigned to them as well as carry- 
ing on their routine duties. They 
become thoroughly interested in 
their work and as a result this spe- 
cial equipment is kept in tip-top 
shape and we save many mainte- 
nance dollars.” 

Frank Repking had a suggestion 
that undoubtedly will be welcomed 
by many hospitals concerned with 
providing autoclave facilities for 
formula sterilization: 

“It has been necessary for us to 
sterilize our infant formulas in the 
dressing sterilizer on our obstetri- 
cal floor. For dressing steriliza- 
tion, the reducing valve was set at 
18 pounds of pressure while oper- 
ation of the sterilizer for the ter- 
minal sterilization of formulas re- 
quired a maximum pressure of 
seven pounds. The sterilizer oper- 
ator attempted to control the pres- 
sure manually at seven pounds but 
found this impossible. 

“Our answer to this problem was 
to pipe steam to the sterilizer 
through two reducing valves con- 
nected in parallel to the autoclaves 
and controlled by a Y-valve. This 
connection gives the autoclave op- 
erator a choice of automatic con- 
trol of steam pressure at either 
seven pounds for formula sterili- 
zation or 18 pounds for dressing 
sterilization. 

“The work cost us. less than $60; 
everyone is pleased; the formulas 
are being sterilized to complete 
satisfaction, and we have saved 
the cost of a separate autoclave.” 

In subsequent issues, this column 
will carry other suggestions sub- 
mitted by institute students.—R. H. 
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The quality of major surgery as 


performed in small hospitals 


NE THOUSAND consecutive ma- 
O jor surgical operations, per- 
formed by Dr. David P. Anderson 
and his colleagues of the Austin 
Clinic in the St. Olaf Hospital, 
Austin, Minn., were reviewed in 
Minnesota Medicine for January 
1950. The selection of operations 
for classification as major proce- 
dures was entirely arbitrary. Mul- 
tiple stage operations were listed 
only once, and combined opera- 
tions were listed only under the 
title of ‘the primary procedure.” 

In this study, 78 major opera- 
tions were performed on patients 
70 years of age and over, with 
eight deaths in this group, or a 
mortality rate of 10.3 per cent. As 
is to be expected, cardiovascular 
complications were the primary 
cause of deaths in the majority of 
the eight patients who did not sur- 
vive operation. 

There were no operative deaths 
in a group of 134 infants and chil- 
dren under 12 years of age. Fifty- 
one of these children were from 
strictly rural areas. The excellent 
preoperative diagnoses and care of 
these children by the referring 
general practitioners were largely 
responsible for the favorable oper- 
ative record in this group. 

There were 281 operations for 
appendicitis, including all stages 
of this disease, performed during 
the time that the author has been 
surgeon for the Austin Clinic. The 
operative policy of the clinic is to 
require accurate diagnosis preop- 
eratively and, in doubtful cases, to 
observe the patient under hospital 
Management and supported ther- 
apy for periods up to 24 hours. 

The series included 131 opera- 
tions on the gall bladder and bile 
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ducts, with three deaths—an oper- 
ative mortality of 2.3 per cent. This 
mortality rate is considered too 
high. Analysis of the three deaths 
indicates that exploration of the 
common and hepatic bile ducts, in 
the hands of an experienced sur- 
geon, does not increase the mor- 
tality and morbidity of biliary sur- 
gery and adds only a few days to 
the patient’s total recovery period. 

One hundred and seventy-eight 
herniorrhaphies have been per- 
formed without a known recur- 
rence. Gastrointestinal and ab- 
dominal surgery comprised ap- 
proximately 70 cases. In 10 cases 
acute perforated peptic ulcer was 
treated as a nonoperative surgical 
problem. 

Gynecological operations ac- 
counted for approximately one in 
five of all major operations. There 
were no deaths in the 199 gyne- 
cological operations in this series, 
and 104 consecutive hysterectomies 
also were performed without a 
death. 


TRAUMATIC SURGERY 


Considerable traumatic surgery 
is performed by the general sur- 
geon in nonmetropolitan commu- 
nities. Automobile, farm and in- 
dustrial accidents account for most 
of the serious injuries. The treat- 
ment of compound fractures, pri- 
mary tendon and nerve suture, and 
the care of internal visceral injur- 
ies are commonplace in a gen- 
eral surgical practice in a small 
community. A great variety of 
fractures of long bones and crush- 
ing fractures of the vertebra are 
also encountered. 

In total, there were 21 hospital 
beds in this series of 1,000 consec- 


utive major surgical operations. 
The operative mortality of 2.1 per 


‘ cent compares favorably with re- 


ports from other general hospitals 
and is an improvement over a mor- 
tality rate of 3.9 per cent in 785 
cases reported by the same author 
in 1942. 

No deaths were directly attrib- 
utable to anesthesia. In two pa- 
tients, technical operative factors 
were directly or indirectly respon- 
sible for the deaths. In one case, 
there was a partial obstruction but 
no leakage at the site of the end-to- 
end anastomosis of the ileum. In 
another case, a fairly large com- 
mon-duct stone was inadvertently 
overlooked in performing incision 
of the gall bladder in a critically 
ill patient. Surgical shock was list- 
ed as the primary cause of death 
in three patients. Pulmonary em- 
bolism, proved or strongly suspect- 
ed in four patients who died and 
present as a serious nonfatal post- 
operative complication in three 
other patients, has been one of the 
principal worries of this clinic. 
Early ambulation, on the day of 
operation or the day after opera- 
tion, has not greatly influenced in- 
cidence of pulmonary embolism. 

The authors feel that the ap- 
praisal of this series of cases should 
be of interest to other physicians 
who practice surgery, either part- 
time or as a specialty, in small 
communities. It offers factual evi- 
dence to challenge the public 
claims of politicians who would 
have us believe that medical prac- 
tice in predominantly rural areas 
is universally substandard. It may 
be useful, in re-evaluating training 
programs for general surgeons, to 
ascertain whether or not such sur- 
geons are being adequately trained 
to cope with all the problems of 
general surgery, including trau- 
matic surgery and the surgical 
sub-specialties, as they are neces- 
sarily encountered in hospitals in 
nonmetropolitan areas. 


Closed bed survey 


In a questionnaire on closed beds 
and nursing personnel shortage, 
distributed to approximately 4,300 
general hospitals which are Asso- 
ciation members, 294 of 1,029 hos- 
pitals whose questionnaires were 
usable reported beds closed be- 
cause of personnel shortage, de- 
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creased patient load, insufficient 
funds to operate and other reasons. 


These 294 hospitals contained - 


9,890 closed beds and 233,975 occu- 
pied beds on February 15, 1950, the 
date for which the information 
was requested. The number of beds 
closed for all reasons was 4 per 
cent of the total complement of the 
1,029 hospitals. Of the 294 hospi- 
tals reporting closed beds, 30 hos- 
pitals had 1,166 closed beds, or 4.8 
per cent, which were unoccupied 
because of a lack of graduate nurse 
personnel. In 264 hospitals, 8,684 
beds were unoccupied for reasons 
other than shortages of graduate 
nurses. 

Beds closed in the 1,029 hospi- 
tals, averaged 28.5 per cent na- 
tionally, with the highest figures 
reported by New England with 43 
per cent, and the Pacific states with 
35 per cent. The fewest hospitals 
with closed beds were in the east 
south central states with 18 per 
cent. In the other regions, the per- 
centage of closed beds varied from 
32 to 23. 

The highest percentage of hos- 
pitals with beds closed because of 
nurse shortages were reported by 
the middle Atlantic states, with 46 
per cent, and the east north central 
states with 31 per cent. Other re- 
gions were considerably below the 
national average, with New Eng- 
land reporting 13.5 per cent; south 
Atlantic, 5 per cent; Pacific, 3 per 
cent; west south central, 1.2 per 
cent; west north central, .3 per 
cent; and east south central and 
mountain regions, none. 

In mid-February, 1,011 hospitals 
employed 49,078 graduate nurses 
as supervisors, instructors, head 
nurses, and general duty nurses. 
They would employ 4,666 more 
graduate nurses, or 9.5 per cent, if 
available. Compared with a previ- 
ous survey three years ago, the 
corresponding figure on January 
15, 1949, was 19.8 per cent, and on 
November 15, 1947, the shortage 
was 31 per cent. 

In the February 15, 1950, survey, 
an analysis was made of the need 
for additional nursing personnel 
according to the type and position 
held. Of the graduate nurse group, 
1,011 hospitals desired to employ 
10.7 per cent more general duty 
nurses, and 6.6 per cent more in- 
structors and supervisors. The 
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need for trained practical nurses 
was for an additional 15.5 per cent, 
and for auxiliary nursing service 
workers, only 3.8 per cent. 

In the 1950 survey, 593 of the 
1,029 hospitals indicated that they 
did not wish to employ additional 
graduate nurses. Broken down by 
regions, the percentage of hospitals 
that would not employ more grad- 
uate nurses, is as follows: 


Region Percentage 
ge a cle Gee ee 78 
ROUEa. PRUBNTIC <.. 222... c ics 78 
OT SRST Sa le 73 
West south central.................. 63 
EOE 61 
Middle Atlantic: .:......:............. 55 
East south central.................... 53 
West north central.................. 50 
East north central.................... 49 


Because the number of hospitals 
responding to this survey was less 
than 25 per cent of the total num- 
ber of general hospitals to which 
the questionnaire was directed, 
and since it is not possible to vali- 
date the data obtained as charac- 
teristic of all general hospitals, it 
is impossible to project these data 
to determine the number of beds 
closed or the total number of nurs- 
es that would be employed in all 
hospitals in the United States. 


Postoperative pain 


The two principal causes of the 
commoner postoperative complica- 
tions appear to be pain and the 
narcotic drugs. Pain perception is 
the direct result of muscle spasm. 
It has been shown that the reduc- 
tion in vital capacity that follows 
abdominal surgery is produced by 
muscle spasm and that the reduced 
vital capacity can be improved im- 
mediately by the use of a local 
anesthetic to control the pain and 
spasm in the wound. 

In addition to relieving pain, 
certain types of anesthesia, the 
commonly used sedative and nar- 
cotic drugs, have many side effects 
in common with the narcotics. 
These are slowing of respiration, 
drop in blood pressure, vasodilata- 
tion of peripheral vessels, eryth- 








ema and itching, nausea, vomiting, 
spasm of involuntary muscles, and 
changes in basic metabolic rate. 

In the Harper Hospital (Detroit) 
Bulletin, January-February 1950, 
Dr. Earl G. M. Krieg reviews 
clinical research in the control of 
postoperative pain by several in- 
vestigators. All but one of these 
has injected some form of local 
anesthetic, either into the wound 
or by blocking the nerve trunks 
at a distance. A second method 


-blocks the nerve impulses by the 


application of a bare ice cap to the 
operative site. Both methods have 
been successful in effecting a 
marked reduction in the amount 
of narcotic drugs employed. 

The effectiveness of ice caps ap- 
plied for the control of pain has 
been demonstrated by several in- 
vestigators. The amount of nar- 
cotic drug needed postoperatively 
for gall bladder cases was reduced 
66 per cent. In a series of 100 con- 
secutive herniorrhaphies at Harper 
Hospital the total amount of nar- 
cotic drug was reduced by 60 per 
cent and no morphine at all was 
used. The incidence of postopera- 
tive atelectasis fell approximately 
66 per cent, while the incidence of 
urinary retention dropped 92 per 
cent. In both groups patients were 
operated upon before the advent 
of early ambulation. 

In this study Dr. Krieg conclud- 
ed that (1) the control of post- 
operative pain by means of nerve 
block with long-lasting local an- 
esthetics and by the application of 
ice caps to the operative site re- 
duces the need for narcotics; (2) 
reduction in the use of narcotics 
is in turn followed by a significant 
reduction in the incidence of low- 
ered vital capacity,. atelectasis and 
urinary retention; (3) further in- 
vestigation should reveal a de- 
crease in other untoward compli- 
cations resulting from nonanalgesic 
action of the narcotic drugs; (4) 
in general, the simple local appli- 
cation of ice to the postoperative 
area appears preferable to seg- 
mental nerve block with local 
anesthetics. F 

The use of the ice cap is simple 
and uncomplicated. The cap must 
be kept filled with ice, especially 
at night, a cover should not be 
put.on the cap, and a suitable con- 
ductive dressing must be applied. 
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Trends in hospital dental service 


will affect the buying operation 


NTEGRATED DENTAL departments 
I in hospitals are on the increase. 

Out of a total of 5,982 hospitals 
answering a 1945 American Hospi- 
tal Association survey, 1,554, or 26 
per cent, indicated that they had 
dental departments combined with 
other hospital services. In 1949, 
four years later, 1,800 hospitals out 
of 6,103 reported dental depart- 
ments—raising the total to 29.5 per 
cent. 

If this trend continues, it will 
not be long before purchasing 
agents will be adding to their long 
list of hospital needs materials and 
supplies necessary. for efficient den- 
tal treatment. 

When dental departments have 
reached full maturity in the hos- 
pital family, it is also probable 
that purchasing agents will be 
concerned with mass buying of 
the special materials used in op- 
erative and restorative dentistry. 

The choice and use of such ma- 
terials presents many difficulties. 
Small cavities with fixed, unyield- 
ing walls must be restored with 
materials that are harmless to the 
mouth and yet have the physical 
and chemical properties necessary 
to withstand the forces of masti- 
cation and the action of the oral 
fluids. Dentures must fit accurately, 
must neither expand nor shrink, 
and must withstand relatively 
strong forces. 

The problem is further compli- 
cated by the great variety of ma- 
terials needed and the many differ- 
ent brands of each type offered for 
sale. For example, there are now 
on the market several hundred 
dental-gold alloys for making in- 


ne 

This article is adapted from a technical 
Teport issued by the National Bureau of 
tandards, U. S. Department of Commerce, 
Washington 25, D. C. 
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lays, more than 65 different alloys 
for making amalgam restorations, 
and 50 brands of resins for con- 
structing partial or full dentures. 

Of the $864,000,000 spent for 
dentistry in the United States in 
1948, more than $100,000,000 was 
for dental materials. Yet, for many 
years the only information avail- 
able on the properties of these 
products came from. the limited 
amount of research, mostly clinical, 
that was done in a few dental 
schools and from the research that 
could be financed by manufactur- 
ers of dental products. This infor- 
mation often was very incomplete, 
conflicting, and in many instances 
completely erroneous. 

To meet the needs of purchasers 
of dental products, the National 


——— 
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Bureau of Standards therefore es- 
tablished a broad program of re- 
search on dental materials which, 
over the past 30 years, has aided 
materially in the solution of many 
of the problems encountered in 
dentistry. 

This program has included in- 
vestigations of the fundamental 
physical, chemical, and engineer- 
ing properties of dental products, 
the development of special equip- 
ment and methods for evaluating 
these properties, and the clinical 
application of the findings. In ad- 
dition, specifications for dental ma- 
terials are developed, and dental 
materials are tested and certified 
for conformance to specifications. 
An educational program is also 
conducted to disseminate the re- 
sults of the work in such a way as 
to encourage their early acceptance 
and use. 

This work at the National Bu- 
reau of Standards originated in 
1919 in response to a request from 
the War Department for assistance 
in the evaluation of dental prod- 
ucts purchased by the various gov- 
ernmental dental services. Nine 
years later, the research council of 
the American Dental Association 
established a cooperative research 
program with the bureau. Since 
that time, the efforts of the staff 
of chemists, physicists, and den- 





A DENTAL technician measures temperature rise during hardening of a dental restoration. 
Excessive rises cause extreme pain. Thermocouples placed in the filling react to small 
temperature changes, thus producing observable voltage variations on the potentiometer. 
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A DENTAL-GOLD alloy is cast by a bureau technician. The cast inlay, crown, or abut- 
ment is called upon for the most severe service of any dental restoration. When cast to 
exact dimensions from proper alloys, these restorations can deliver the required service. 


tists maintained at the bureau by 
the American Dental Association 
has contributed greatly to the suc- 
cess of the program. 

In view of the widespread ac- 
ceptance of the results of the work 
by the dental profession in this 
country and abroad and the appar- 
ent need for continued research on 
a more extensive scale, the bu- 
reau’s program on dental materials 
was further expanded in 1947. Ex- 
perience gained in the earlier work 
had indicated a need for a closer 
correlation of clinical ' behavior 
with the data obtained in the lab- 
oratory. 

A complete dental operative unit 
was added, and clinical investiga- 
tions of the more commonly used 
restorative materials were under- 
taken. Through the cooperation of 
members of the bureau staff, ex- 
perimental dental restorations are 
now placed in the mouth under 
controlled conditions. The behavior 
of these restorations in service is 
then carefully observed and cor- 
related with data obtained in lab- 
oratory experiments. 

The increased facilities also 
greatly accelerated the investiga- 
tion of new products which are 
constantly being offered to the 
dental profession. Often these 
products were without adequate 
data to substantiate the claims 
made for them and did not carry 
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sufficient information for their 
proper use. 

During World War II, the den- 
tists of the armed forces. experi- 
enced difficulties in the use of den- 
tal products not usually encoun- 
tered in civilian practice. In tropi- 
cal areas, for example, it was often 
impossible to place silicate-cement 
fillings; alginate impression mate- 
rials deteriorated badly, and many 
of the synthetic-resin denture ma- 
terials polymerized in transit or in 
storage. 

These failures were costly. In 
order to eliminate such difficulties 
as far as possible, a cooperative 
program, sponsored by the Army 
Dental Corps and the Veterans Ad- 
ministration was established at the 
National Bureau of Standards in 
1949. Its purpose was study of 
properties of dental materials un- 
der unusual conditions. Staff and 
equipment were increased corre- 
spondingly. 


DENTAL-AMALGAM ALLOYS 


The value of physical science 
methods in studying properties of 
dental materials is well illustrated 
by the results with dental-amal- 
gam alloys. These alloys of silver, 
tin, copper, zinc and mercury have 
been used to fill cavities in teeth 
for more than 100 years. Formerly, 
dentists experienced a number of 
difficulties in the use of amalgam, 


not the least of which was the se- 
vere pain often felt by the patient 
shortly after having a tooth filled. 

Investigations at the bureau on 
such properties as dimensional sta- 
bility and corrosion resistance of 
amalgam restorations have done 
much to eliminate many of these 
difficulties and have established 
amalgam as one of dentistry’s finest 
restorative substances. Today, more 
dental restorations are made with 
amalgam than with all other mate- 
rials combined. 

The possibility of mercury poi- 
soning, at one time considered a 
serious drawback to the use of 
amalgam in dentistry, was inves- 
tigated. The results show that poi- 
soning from this source is ex- 
tremely unlikely, as very little 
mercury can be released by the 
amalgam under conditions that 
prevail in the human mouth. 

Another study dealt with the 
possibility of tissue irritation 
caused by galvanic action when 
amalgam is placed in the mouth 
along with more noble metals. 
Current work on amalgam at the 
bureau concerns the metallurgical 
reactions which occur during amal- 
gamation and hardening of the 
alloy. 

The bureau’s development of a 
method for investigating the mi- 
crostructure of amalgam restora- 
tions at room temperature offers a 
new approach to studies hitherto 
considered difficult. 


GOLD ALLOYS 


The casting of gold alloys to the 
extremely small tolerances re- 
quired for inlays, crowns, and 
bridgework has been one of the 
greatest difficulties experienced by 
dentists in the use. of these mate- 
rials. 

Prior to the investigations of the 
bureau to determine basic princi- 
ples involved in precision casting, 
accurate casting of dental restora- 
tions was virtually impossible. The 
bureau’s determination of the di- 
mensional changes which occur 
during the casting of gold alloys, 
together with similar investiga- 
tions of the dimensional changes 
of waxes used for making patterns 
made it possible for the first time 
for dentists to make precision cast- 
ings of gold appliances. 

As a result of this work, the 
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The Result of THREE YEARS of Research, 
Testing, and Development... 


THE ALOE PRECISION INFANT INCUBATOR 


Hospital administrators, physicians, nurses, head nurses, division 
supervisors, and technical personnel of leading maternity hospitals 
directly participated in the development of the Aloe Precision Incu- 
bator. It is therefore a hospital-inspired product, designed from the 
hospital viewpoint; efficient, attractive, economical, and trouble-free. 
Its entire finish, form, dimensions and specifications have been dictated 
solely by its intended function. The result, hospital-tested by rigid 


standards, is a new incubator, superior in all categories. 


SIX IMPORTANT FEATURES 


Out of the many less striking but nevertheless desirable features 
of this new incubator, six may be selected as of paramount concern 
to personnel of the modern nursery: (1) Extra large size to extend 
incubator facilities to full-term infants who may need such care. (2) 


Not merely exact temperature control in a given spot, but, what is 


= 


\ 
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more important, even distribution of controlled heat throughout the 
chamber. (3) Humidity in the higher percentages, when desired, with 
precision control. (4) Simple and easily managed controls and opera- 
tion. (5) Easy to clean both inside and out — this feature is regarded 
as tremendously important by time-conscious nursery personnel. (6) 
Safety; Underwriters’ Laboratories approval for use with or without 


oxygen. 


The Aloe Precision Infant Incubator is priced for your budget, and, 
of course, backed by our comprehensive guarantee. Despite the pro- 
tracted and costly program of development and research involved 
in the production of the Aloe Precision, its cost has been kept relatively 
low. Its quality of materials and performance are unsurpassed by in- 
cubators in any price range. For illustrated brochure with complete 
specifications, prices and special plan for testing the Aloe Precision 


Incubator in your nursery, without obligation, write today. 


‘ilie a. s- aloe company - General Offices: 1831 Olive St., St Louvis3, Mo. 
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ARTIFICIAL DENTURES must cure to an exact fit and must maintain their dimensions un- 
changed for years. In testing the six dentures shown above, the bureau found that the 
three top dentures were unsatisfactory because of excessive shrinkage. The top center den- 
ture also has discolored badly. The rubber denture is unsatisfactory esthetically because 
of its color and opacity. The two most satisfactory materials developed to date are 
methacrylate resin (lower left) and a combination of acrylic and venyl resins (lower right). 


casting technique is now so well 
defined that it has been adopted 
by many industries for the manu- 
facture of small objects that must 
be cast to precise dimensions. 

The methods developed at the 
bureau for the chemical analysis 
of dental gold alloys have also 
found widespread acceptance 
throughout the dental industry, 
and the data obtained through the 
use of these methods are being 
used extensively to develop new 
and better alloys. 


SILICATE CEMENTS 


The widespread use of silicate 
cements for filling front teeth and 
the many clinical difficulties in- 
volved in their use have led to an 
intensive investigation of these 
materials at the bureau. 

Silicate cements were first in- 
troduced to dentistry in 1878, but 
it was not until 25 years later that 
a product satisfactory for dental 
use was produced. In silicates, den- 
tists at first believed they had the 
ideal restorative substance—a dur- 
able material resembling tooth 
enamel in appearance, which could 
be inserted into the cavity in a 
plastic state and then would harden 
sufficiently to resist attrition in the 
mouth. In practice, however, these 
cements soon began to discolor, 
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dissolve, and even worse, to cause 
the death of the tooth pulp. 

The primary cause for this fail- 
ure in use was the lack of infor- 
mation on the fundamental chemi- 
cal and physical behavior of the 
cements. Their chemical composi- 
tion was unknown, and the basic 
principles involved in mixing the 
cements were so poorly defined 
that when a group of practicing 
dentists was asked to cooperate in 
determining the amount of powder 
that could be incorporated into a 
given quantity of liquid, the val- 
ues reported ranged from 0.70 
grams to 1.69 grams for the same 
cement. Data on factors that ad- 
versely affect the solubility and 
setting time, crushing strength, 
hardness, and dimensional stability 
were either nonexistent or so con- 
flicting as to be of little value. 

Much of the confusion on silicate 
cements resulted from the absence 
of standardized testing procedures. 
Lack of such fundamental infor- 
mation explains in part why some 
silicate-cement restorations had to 





The Purchasing department is edited 
by Leonard P. Goudy, purchasing spe- 
cialist. 





be replaced after six months, while 
others gave service for as long as 
15 years. 

To provide basic data, the Na- 
tional Bureau of Standards began 
an investigation of silicate cements, 
with primary emphasis on com- 
position, the chemical reactions 
involved in hardening, and the fac- 
tors that influence these reactions. 
The first complete chemical anal- 
ysis of all types of silicate cements 
was made, and methods were de- 
veloped for determining the fac- 
tors that influence the solubility, 
crushing strength, hardness, opac- 
ity, acidity, and purity of the ce- 
ments. As a result of this work, the 
solubility of silicate cements has 
been decreased by as much as 50 
per cent, and their strength has 
been increased by a similar factor. 

Impurities such as arsenic, which 
may irritate the tooth pulp or even 
cause its death, have been reduced 
to harmless amounts or eliminated 
entirely. Techniques have been de- 
veloped, on the basis of these in- 
vestigations, which enable the den- 
tist to apply silicate cements with 
greater assurance that the restora- 
tion will be satisfactory and that 
the underlying tooth structures will 
not be adversely affected. 


DENTURE RESINS 


Synthetic resins are used for the 
construction of complete and par- 
tial dentures, inlays, crowns, and 
artificial teeth. Recently they have 
been employed as direct filling ma- 
terials. 

During the past 20 years, cellu- 
lose resins, phenol formaldehyde 
resins, vinyl resins, styrene, and 
acrylic resins have been used in 
turn for making dentures. In fact, 
practically all the available syn- 
thetic resins that have any of the 
properties necessary for dental use 
have at one time or another re- 
ceived the attention of dentists and 
dental manufacturers. Probably no 
other group of materials has caused 
the dentist so much difficulty. 

Most of the resin dentures failed 
because of a lack of sufficient di- 
mensional stability and strength 
to withstand the forces of mastica- 
tion. Since the efficiency of den- 
tures—at best less than 50 per cent 
that of natural dentition—is di- 
rectly related to the accuracy with 
which they can be made to fit the 
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hard and soft tissues of the mouth, 
their dimensional stability is par- 
ticularly important. 

Investigations at the bureau 
showed that the cellulose resins 
change shape radically in service 
and are partially soluble in oral 
fluids. The phenol formaldehyde 
resins were found to be brittle and 
dimensionally unstable and to 
change color with age. The ten- 
dency of these resins to polymerize 
prematurely at room temperature 
and the lack of any index for de- 
termining the extent of such poly- 
merization made it virtually im- 
possible to develop a standardized 
technique for curing them. 

The vinyl resins also were found 
unsatisfactory, primarily because 
of strain introduced into the den- 
ture during molding and because 
of the inability of the manufactur- 
ers to produce a uniform product. 
Experiments on polymer distribu- 
tion in samples of the material re- 


vealed variations as great as 100 


per cent for some of the higher 
polymers. 

In general, the data showed that 
acrylic resins and some copolymers 
of these resins with vinyl resins 
are the best materials available to 
the dental profession for making 
dentures. Nevertheless, difficulties 
are often encountered with these 
products if the fundamental prin- 
ciples governing the behavior of 
the resins are not clearly under- 
stood. 

The bureau’s work on acrylic 
resins has included the develop- 
ment of both methods and equip- 
ment for determining their basic 
properties and the factors that af- 
fect these properties during poly- 
merization and molding. The effect 
of small amounts of impurities on 
rate and completeness of poly- 
merization and the influence of 
temperature, pressure, duration of 
heating, and mold surfaces on the 
type of polymer formed have been 
Studied. Methods also have been 
developed for fractionally precipi- 
tating polymers and determining 
their average molécular weight, for 
determining small amounts of re- 
sidual monomer in cured samples 
of resin, and for correlating the 
Polymerization rate with amount 
and type of catalyst and inhibitor 
used. 

The results explain many of the 
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difficulties encountered in denture 
construction, such as continued 
shrinkage in service, fracture, dis- 
coloration, crazing, porosity, and 
premature polymerization of the 
resins. 


Other investigations are in prog- 
ress on a new group of acrylic res- 
ins that polymerize at relatively 
low temperatures and have been 
advocated for use as direct resin- 
ous filling materials. 
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Yellow oleomargarine 


MUCH PUBLICITY is being given 
to the fact that federal taxes and 
many of the restrictions have been 
removed from the use of yellow 
oleomargarine. A letter from the 
Association’s Washington Service 
Bureau gave pertinent information 
concerning methods of serving and 
regulations concerning its use in 
hospital cafeterias and dining 
rooms. It should be noted, how- 
ever, that use of yellow oleomar- 
garine is still restricted in a num- 
ber of states, and changes in fed- 
eral regulations do not effect hos- 
pitals operating in those areas. 
Some states require that the in- 
stitution be licensed by the state 
before the serving of yellow oleo- 
margarine is legal. 

It is highly recommended that 
hospitals acquaint themselves with 
regulations applying in their re- 
spective states. 

Such specifications for oleomar- 
garine as exist are the product of 
manufacturers. The Coordinating 
Committee of the American Hos- 
pital Association has directed that 
satisfactory specifications be com- 
piled and brought to the attention 
of all hospitals. This is now being 
done, and it is hoped that hospitals 
will have a useful purchase speci- 
fication before very long. Hospi- 
tals will be notified and copies will 
be available. 


Color coding glove sizes 


One of the manufacturers of 
surgeons’ gloves has recently 
adopted a colored wrist band which 
serves to identify the gloves ac- 
cording to size. This device would 


appear to be a means of saving . 


considerable time when sorting 
used gloves. There is a possibility 


that the same means of identifica- 
tion may be adopted by other man- 
ufacturers. 

The Committee on Purchasing, 
Simplification and Standardization 
is concerned for fear that other 
manufacturers, in adopting the de- 
vice, might select a different color 
range and create confusion. The 
manufacturers who originally 
adopted the idea have expressed 
concern for the same reason. We 
quote from a recent letter from 
them: 

“From the reactions we have al- 
ready obtained, we are quite con- 
fident that we have made a great 
contribution to hospitals, but this 
contribution could deteriorate into 
confusion were other manufactur- 
ers of surgeons’ gloves not to fol- 
low the color range we have 
adopted to indicate the various 
sizes.” 

The committee intends, there- 
fore, to request surgeons’ gloves 
manufacturers to standardize on 
one color range for this purpose 
and highly recommends to hospi- 
tals that they insist that standard 
color ranges be made available to 
them and routinely inquire, before 
making purchases, as to whether 
or not the standard colors will be 
supplied. 

For those not already acquainted 
with the colors in use, they are as 
follows: Size 644 gloves, blue wrist 
band; size 7 gloves, gray wrist 
band; size 74% gloves, black wrist 
band; size 8 gloves, green wrist 
band. 

All other sizes, which account 
for only a very small proportion of 
all gloves used, have yellow wrist 
bands.—L.P.G. 

Further information about materials re- 
ferred to in these columns may be had by 


writing to: Hosprirats, Editorial Depart- 
ment, 18 E. Division Street, Chicago 10 
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Current price trends 





FFECTS OF THE first two weeks 
E of the Korean war on whole- 
sale commodity prices, where they 
appeared at all, were generally 
slight. Only in markets for certain 
imported goods—rubber, cocoa, 
coffee, tin and burlap—were there 
any rises directly attributable to 
the Asiatic crisis. As July pro- 
gressed, however, there were defi- 
nite signs of increases in the whole- 
sale commodity market, with live- 
stock and meats leading in the up- 
ward swing. 

Most economists are hesitant 
about making predictions because 
there are so many “if’s” involved. 
Fears of a general depression, how- 
ever, seemed out of the question. 
Whatever happens, business activ- 
ity is certain to remain high, al- 
though it is possible that the over- 
all price structure could change 
radically. 

By the first week in July, the 
average wholesale commodity price 
index was 157 per cent of the Bu- 
reau of Labor Statistics’ 1926 “nor- 
mal.” This was 2.3 per cent higher 
than the average index for the 
same period in 1949 and 4.2 per 
cent above the index at the begin- 
ning of the year. 

Prices for livestock advanced 
slowly during June and then shot 
up rapidly in the first two weeks 
of July. Early in June, prices for 
steers exceeded $30 per hundred- 
weight for the first time since 
February of this year, only to 
climb even higher in July. Hog 
prices, at $24.37 per 100 pounds, 
were higher than at any time since 
the summer of 1948. 

Grain prices at Minneapolis and 
Kansas City showed minor fluctu- 
ations but nothing that could be 
termed a trend. 

Prices for foods showed some 
gains during the period, with most 
of the increases concentrated in 
meats. Cocoa, an imported product, 
was subject to sharp increases at 
the end of June, reaching 32 cents 
a pound for the first time since De- 
cember 1948. Sugar prices also rose 
during the period, climbing above 
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$5.80 per 100 pounds to establish 
a new 1950 high. Another imported 
commodity that advanced in price 
was coffee. 

Unpleasant news for hospital 
purchasing agents was registered 
in wholesale price advances on 
type 128 and type 140 muslin sheets 
and pillowcases. Prices have been 
hiked as much as 2.5 per cent by 
a number of producers. Producers 
say the increase is due mainly to 
the rise in price of raw cotton, 
which advanced about 2.5 cents a 
pound in June and raised produc- 
tion costs about 50 cents a dozen 
on 81 x 99-inch sheets. 


Several mills also have increased 
denim prices, causing general in- 
creases in prices for most work 
clothes. 

A large shoe manufacturer noti- 
fied its customers that an increase 
of from 10 to 15 cents on each pair 
of shoes is being planned and that 
the raise probably will be put into 
effect on August 1. 

Prices of building materials re- 
mained high during the month as 
a continuation of the dizzy pace 
begun in April. At the beginning 
of July, the cost of such materials 
was 201.2 per cent of the 1926 
“normal,” an increase of 5.7 per 
cent since the beginning of the 
year. Some experts believe, how- 
ever, that the building boom has 
about reached its peak and that 
present high prices have already 
begun to lessen demand for new 
construction. 





COMMODITY 


All commodities 

Farm products 

All foods 

Textile products 

Fuel and lighting 
materials 

Metals and metal 
products 

Building materials 


Source: Bureau of Labor Statistics. 


TABLE 1—INITIAL INCREASES 


Weekly Index Numbers of Wholesale Prices—1926=100 


This weekly wholesale price index is designed as a weekly counterpart of the monthly wholesale 
price index. It is based on a sample of about one-eighth of the commodities in the compre- 
hensive sample and therefore should be regarded as an indicator of price trends rather than 
as a final compilation. The monthly index should be used for fuller coverage. 


% of Change 
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COMMODITY 


All commodities 

Farm products . 

Foods 

Textile produc 

Cotton goods 

Fuel and lighting materials 
Anthracite coal 
Bituminous coal .... 
Electricity 

Gas 
Building materials 
Brick and tile 
Cement 
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Paint and paint materials 
Plumbing and heating materials 
Structural steel 
Other building materials 
Drugs and pharmaceutical 
materials 
Raw materials 
Semi-manufactured. articles 
Manufactured products 
Purchasing power of 
the dollar 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 
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TABLE 2—64 CENT DOLLAR 


Monthly Index Numbers of Wholesale Prices 1926=100 
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Kitchen to patient—a straight 


line is the shortest distance 


MARY W. NORTHROP 


HE PRINCIPLE that a straight 

line is the shortest distance be- 
tween two points often is not prac- 
ticed in the dietary department of 
a hospital. It is the function of 
such a department to transport and 
transform food from the raw state 
in the market container to the fin- 
ished product delivered to the con- 
sumer and to do this in such a way 
that this product is suitable, satis- 
fying and safe for the individual 
who is to eat it. This can be done 
only by maintaining a short, 
straight production and delivery 
line. 


DIETITIAN AIDS ARCHITECT - 


In order that such a line may be 
established, a dietitian should work 
with the architect before he starts 
to draw a plan. A specific exam- 
ple demonstrates this point. Plans 
for a small hospital were com- 
pleted before they were finally 
shown to a dietitian. (Figs. 1 and 
2.) When she did see them, it was 
too late to eliminate the needless 
clerestory or the useless surplus of 
400 square feet of space in the 
kitchen or to increase the ward 
pantries to workable size. It was 
not too late, however, to make a 
convenient kitchen instead of a 
very inconvenient one and to omit 
120 feet of partition and the fol- 


lowing equipment: Five sinks, two. 


ranges, one mixer, three urns, one 
potato bin, one refrigerator, one 
proof box, two sterilizers, two 
tables and 12 feet of counter. 
The process of the dietitian’s 
controlling the food from market 


———___.. 


Miss Northrop is chief dietitian and 
housekeeper of the King County Hospital 
System, Seattle. This article was adapted 

om a paper she presented at the meeting 
of the dietetic section of the Western Hos- 
pital Association in April. 
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to mouth can be broken down into 
six logical steps: (1) Receiving 
from the market, (2) storage, (3) 
pre-preparation, (4) preparation, 
(5) service and (6) delivery. 

Receiving requires a driveway 
adequate for trucks and an en- 
trance to the building. It will be 
helpful if the driveway has a turn- 
around or is arranged on a drive- 
through plan so that there will not 
be an impasse if several deliveries 
happen to arrive simultaneously. 
Provision of an unloading platform 
to avoid lifting of heavy goods 
often is overlooked. If the floor of 
the building is on ground level, it 
is usually simple to excavate the 
driveway so that the floor of the 
truck will be dropped to match. 

Supplies must next be stored. 
Separate facilities will be provided 
for staples, semi-perishables, per- 
ishables and frozen foods. The 
amount of storage will depend on 
the location of the hospital in rela- 
tion to markets. The amount of 
temperature-controlled storage 
will depend in part on climate. 
Thus, a rural hospital needs more 
storage space than an urban one, 
and larger refrigerators are neces- 
sary in hot climates where more 
foods must be refrigerated. 


STOREROOM PLANNING 


Storerooms should be so planned 
that they can be controlled from 
one point and so that there will be 
no temptation for through traffic. 

Many foods need pre-prepara- 
tion before cooking. Large hospi- 
tals may cut their own meats, and 
these will need a meat-cutting 
unit. Small hospitals need only a 
cutting block or a cutting board. A 
vegetable preparation unit is usual. 


These areas are provided on the 
way from the storerooms to the 
stove. 

The next step is actual prepara- 
tion—cooking, baking, salad mak- 
ing. The size of the hospital deter- 
mines the number of employees 
needed in the kitchen, and the 
number of employees determines 
the amount of working space. In 
small hospitals the cook does the 
baking, and the whole preparation 
center needs only the cook’s unit, 
the cold unit for salads and juices 
and the pan-washing unit. 


COOKING TO SERVING 


From cooking to serving is the 
next step. Hospitals usually have 
a double problem in that they serve 
both personnel and patients. Serv- 
ice to personnel is increasingly on 
a commercial basis and almost uni- 
versally cafeteria style. The hospi- 
tal caste system is fast breaking 
down, with a consequent reduction 
in the number of dining rooms and 
an improvement in economy of op- 
eration. The personnel food service 
is “in-plant” feeding just like that 
in business and industry. In serv- 
ing the patients, however, hospitals 
have a special problem of getting 
food served to a group of people 
who cannot be assembled in one 
place. Whether centralized or de- 
centralized tray service is used, or 
perhaps a compromise between the 
two, depends on the bed capacity 
of the hospital, the shape of the 
building, the location of the kitch- 
en in relation to the nursing units 
and, to no small extent, on the 
opinions of the people doing the 
planning. 


TRAY SET-UP 


One ‘mistake has been made 
quite commonly in planning for 
delivery of trays. Obviously, the 
fact that patients must be served 
in their rooms makes it necessary 
for the trays to be distributed over 
a large area, but not enough at- 
tention has been paid to minimiz- 
ing this distance. Receiving, stor- 
age, pre-preparation and cooking 
have been placed close together, 
when, for the sake of the quality 
of the end-product, it is the dis- 
tance from cooking to patient that 
counts. Potatoes in a sack or a loaf 
of bread in its wrapper can stand 
handling and delay much better 
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FIG. |. BEFORE the dietary department of a small hospital was remodeled, it was cut into 
13 rooms and arranged so food preparation and serving did not flow in a straight line. 


LOCKERS 





GARBAGE 
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STAFF DINING 


than the same potatoes baked or 
the bread converted into toast. 
Decisions having been arrived at 
on the fundamental problems of 
organization, a flow-chart still pre- 
cedes the actual drawing of plans. 
Such a chart (Fig. 3) should show 
an analysis of the orderly progress 
of the work and the relationships 
of the various processes involved. 
This chart becomes basic in plan- 
ning the layout since it indicates 
not only the interior arrangements 
of the dietary department but also 


EMPLOYEES’ DINING * TRUCKS 


DISHWASHING 


its relationship to services such as 
elevators and to other departments. 
It should also be helpful in placing 
the dietary department in the 
over-all plan of the building. It is 
no longer a foregone conclusion 
that the kitchen is to be tucked out 
of sight at the rear of the basement. 
With improved lighting and ven- 
tilation, with modern acoustical 
treatment, with colored tile walls 
and stainless steel work surfaces, 
with crisp uniforms that stay clean 
because of labor-saving devices 


FIG. 2. AFTER remodeling the department is divided into only seven rooms, and food 
preparation progresses in a straight line from storage through cooking to patient's bedside. 
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EMPLOYEES’ LOCKERS 


ICE 
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DINING ROOM 
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REFRIG. 


VEGETABLE PREPARATION 





and with the improved quality of 
personnel that higher wages and 
better working conditions have 
made available, the kitchen no 
longer needs to be kept out of sight 
and out of mind. 

Within the department the first 
help to economical operation is to 
eliminate all unnecessary barriers. 
Every wall has to be kept clean, 
and every wall also limits super- 
vision, impedes lighting and ven- 
tilation, and, further, interferes 
with the principle of the straight 
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Creamed Turkey in 
Pastry Tart 


Amount of turkey per portion....112 oz. 
Cost of turkey in each portion... $.08 
Cost of turkey plate including 


trimmings 


$.266 


Portion for portion it is one of the most 
economical of all meats to serve. 

It ranks 3rd in preference by patients 
and Ist among those meats which are 
economical to serve regularly. 

It is a definite time-saver because it can 
be revitalized better than any other 
meat. Prepared during slack hours, it can 
be reheated just before serving, with 
virtually no shrinkage. 

It can be served in a variety of tasty 
ways — roasts, a la king, salads, sand- 
wiches, etc. It replaces other poultry in 
stews and pot pies. 


Send Coupon TODAY 
for FREE Booklets — 


NATIONAL 
TURKEY 
FEDERATION 


MT. MORRIS - ILLINOIS 
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Names don’t matter so 
we're leaving them out, 
but the facts are clear-cut. 
In a 600-bed hospital serv- 
ing 90,000 meals a month 
where careful year-round 
cost studies are made, the 
assistant administrator in 
charge of food purchases 
and the head dietitian 
agreed upon these points 
about turkey: 


e It is better adapted to slicing. A 4-ounce 
serving of turkey looks better on the 
plate and goes farther than similar por- 
tions of other meats. Turkey slices also 
make a better appearing sandwich than 
other sliced poultry. Turkey meat is 
firmer and is more easily handled. 


Turkey can be added to any diet except- 
ing those particularly prescribed for a 
special condition. It is high in nutritive 
value. 


A large-sized young tom yields the 
greatest amount of meat per pound. 


PSs SS SSeS SSS KS SSS SSS SS SSS SSS SSSA eS Sa eSy 


NATIONAL TURKEY FEDERATION 
Mt. Morris, Illinois 


Please send free booklet, “24 Turkey Dishes.” 
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line that is the shortest distance 
between two points. Where there 
must be walls, doorways shouid 
be planned carefully to provide 
straight passage where -traffic is 
likely to be heaviest. 

Built-in equipment also can be 
a nuisance. Figure 4 shows the 


GARBAGE & 


original path from the bake shop 
in the department that I operate. 
The barrier here was a built-in 
table, which was not needed for any 
useful purpose. It took me 10 years 
to realize that such a shiny and 
expensive piece of monel metal 
should be destroyed and almost 


another 10 years to get it removed. 

Some walls, of course, are neces- 
sary. Figure 3 indicates these divi- 
sions. The receiving area is usually 
closed off to control the cold drefts, 
Storerooms are enclosed and locked 
to prevent pilfering. There is no 
valid reason for separating prepa- 


_-- | RECEIVING 


COOK'S 
UNIT 








BAKER'S 
UNIT 





PANTRY 


DINING 
ROOM 


SPECIAL 
D.R. 


MAIN CORRIDOR 


—Courtesy Journal of the American Dietetic Association. 


FIG. 3. BASIC FLOW CHART precedes drawing of plans and shows analysis of orderly progress of work and relationships of processes. 
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HARD to REACH... 


Yet 
Easily Reached Safely 


with BAKER SCAFFOLDS 





It's easy to reach those tough off-the-floor jobs— 
such as the above gymnasium ceiling—with Baker 
Scaffolds . . . they handle any assignment with 
safety, speed and economy. That's why you, too, 
will find Baker Scaffolds to be one of your most 
valuable labor and money saving pieces of equip- 
ment. Look at these outstanding advantages: 





eeoeteaeeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee ee 


Platforms Adjustable Every 3 Inches—men can always 
stand at a comfortable distance from their work. 
eeoeceoneoeaoeoeoteeoeoeoeeee eevee eeeeeeeeeeeeee eee ee 
No “X-Brace”’ Construction —they span desks, furniture 
and equipment. 
CoCR Beer eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeese 
Easily Stacked for Height — simply built up unit by unit to 
reach high places . .. also arranged to cover large 
floor areas. 
eeoevreeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeee eee 
Handled and Erected by One Man—they are light in 
weight and fit together quickly. 
Ceoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee eee eee 
Ne Loose Parts to Become Lost —just five parts... no 
bolts, wing nuts or pins ... complete with platform. 
Write today for Bulletin492. 


eee eeoeoeeeeeeeeeeaeeeeeeeeeeeeeeeeeeeeeee 


Distributors in Principal Cities 
Listed under Reexamination Service, 
Underwriters’ Laboratories, Inc. 


p+ ete INC. 
| 492 A ee ee Oa 2 
INDIANAPOLIS 6, INDIANA 
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Direct connected 3-compartment 


Steam-Chef. 





““eaes 


First in number of steamers in actual use. We 
have been building modern steamers for more than 
20 years. 

First in engineering advancements. The record 
shows that practically all significant improvements 
in steam cooker design have been originated by 
Cleveland Range. 

First in completeness of its line, because Steam- 
Chef large size steamers (direct steam or gas) and 
Steamcraft junior steamers (gas, electric, or direct 
steam) give you a choice of capacity, type, and 
initial cost unequalled elsewhere. 

First in economy, because we build steamers that 
last, and that operate at minimum fuel cost. 

First in efficiency, be- 
cause we insist on making 
the best steamer there is. 

That’s the reason these 
steamers cook so much 
food, in so little space, at 
such low cost, and require 
so little attention. 

Let us or your jobber give you 
factual information on the 
proved advantages of steam 
cooking, and on the wisdom of 


making your steamer a Steam- 1 compartment Steamcraft. Also 


made in 2 compartment model. 
Chef or a Steamcraft—FIRST Either comes with or without 


in steam cookers. table-height base. 


THE CLEVELAND RANGE CO. 
3333 Lakeside Ave. Cleveland 14, Ohio 


For BETTER Steaming- 


STEAM -CHEF 





BAKE SHOP 

















COOK'S TABLE 





TO CAFETERIA 











FIG. 4. DOTTED line shows original path from bake shop before table barrier was retoved. 
Products from the bake shop now can be served without many useless steps to cafeteria. 


ration areas or tray service areas. 
The cafeteria will be separated 
from the kitchen and may or need 
not be separated from the dining 
rooms. Whether or not the dish- 
washing unit needs walls is a mat- 
ter of opinion. 


NUMBER OF ROOMS CUT 


In the before and after pictures 
of a small department (Figs. 1 and 
2), it will be noted that a reduc- 
tion was effected from 13 rooms to 
seven rooms, one of which is an 
office not originally provided for. 
The only addition for which the 
dietitian has since indicated a de- 
sire is a small dining room for 
committee meetings, which is not 
in either plan. The chimney from 
the boiler room, which comes 
through the center of the kitchen, 
ceases to be a problem. Instead of 
being so cramped for space that a 
5-foot corridor must be used for 
trucking supplies, there is now 
more than enough space—so much 
space, in fact, that the storeroom 
could have been provided for with- 
in the main walls instead of being 
built on as a “bulge.” 

In this small hospital the cook 
does the baking, and a separate 
bakery would have been an incon- 
venience. Diet kitchens are obso- 
lete, yet here was a new one to be 
built. As a matter of fact, one room 
of the present plan could have 
been eliminated, for the formula 
room is not used. This hospital 
buys its formula already prepared 
and properly sterilized from a lab- 
oratory set up to provide just this 
service. 

How would the dining rooms 
have been served as originally 
planned? The new plan has a cafe- 
teria. What was the intention with 
regard to tray service? The build- 
ing does not lend itself to central- 
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ized service, and there was no 
space in the kitchen for setting up 
trays, yet the floor pantries were 
not large enough for this purpose 
if decentralized service was in- 
tended. A successful compromise 
was. found by providing a tray set- 
up unit in the kitchen, where 
everything except the hot food is 
served. The trays are set on large 
open racks for transportation to 
the floors, accompanied by heated 
trucks with the hot food in bulk. 
The hot foods are then served just 
before the tray is delivered. 

A common mistake seen in this 
is the location of the garbage and 
ice storage where they are acces- 
sible to only the dietary depart- 
ment. The dietary department is 
not even the principal user of these 
two. The nursing department has 
more wastes and uses more ice. 
These facilities should be acces- 
sible to all departments, which 
they are not if approach to them 
is through the kitchen. 


WORKING CLEARANCES 


Routing having been indicated 
by the flow-chart and planned with 
thought for the avoidance of cross 
traffic, careful consideration must 
be given to distances and clear- 
ances. In general, each unit should 
be just large enough to accom- 
modate the number of people 
needed for that process, together 
with their tools and their work. 
Confusion is caused where em- 
ployees bump elbows, but time is 
lost if they are so far apart that 
they must walk. In general, an em- 





The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 





ployee can use a working surface 
that is her arms’ length in all di- 
rections from where she stands, 
This can be most simply shown as 
a table in front of her, an aisle for 
her to stand in and storage behind. 
It may also be shown as a U and 
as an L. A shelf or two for over- 
head storage may be useful, but 
more will be too high for conveni- 
ent reaching. Under-counter stor- 
age of constantly used supplies or 
equipment should be avoided. 

The table for one worker usually 
should be about 5 or 6 feet long 
and 2 feet 6 inches wide. The aisle 
should be 4 feet wide since this is 
enough to allow occasional passage 
of another worker and not too 
much for the person working across 
it to turn without walking. Aisles 
planned for much traffic should be 
outside of, not within, working 
units. If wheeled traffic is planned, 
they should be 5 or 6 feet wide, 
rather than 4 feet. 


ANALYZING OPERATIONS 


All the way through this funda- 
mental planning the functioning 
must be kept constantly in mind. 
Each operation must be analyzed 
in detail. Is it necessary? Where 
does it fit into the whole scheme? 
Who should do it? Where should 
it be done? When should it be 
done? How should it be done? 
Every operation consists of three 
parts—make ready, do, and put 
away. The first and last of these 
may be greatly affected by the floor 
layout. How far must the worker 
travel to assemble his materials 
and to put them away? Can he take 
a carrier of some sort mounted on 
wheels and proceed to make one 
trip in orderly progression? Or 
must he shuttle back and forth 
across the kitchen? 


ROLLING STOCK 


It may be well to emphasize the 
usefulness of having plenty of roll- 
ing stock. One small truck or table 
on wheels for practically every 
worker in the department is an 
economy rather than an extrav- 
agance. Also, such equipment 
makes it possible to use women as 
workers where the work might 
otherwise seem too heavy. 

At this stage, before the final 
blueprint has been made, the dieti- 
tian must go a step farther. She 
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Safe, ADJUSTABLE 
SUCTION for Your 
Maternity Cases-- 


In this compact 18% \b. 


SUMU0. 


ELECTRIC BREAST PUMP 


@ AVOIDS LACERATION! Patient can adjust 
degree of suction to her own comfort and 
requirements! Zero to 15” of mercury. 


@ AVOIDS CONTAMINATION OF BREAST 

MILK! Pump is rotary compressor type. Its 
CONTINUOUS suction prevents recircula- 
tion of air columns which might have been 
contaminated by a previous patient. 


@ SPACE SAVING! TROUBLE-FREE! 
This portable unit in attractive white en- 
amel or Gomco lumitone finish has only a 
1214” by 9” base. Motor and pump are: of 
life-time construction. Easy to keep clean, 

easy to carry, easy to operate, requires 
almost no attention. 


@ HAVE YOUR DEALER GIVE YOU ALL 

DETAILS on this Gomco Breast Pump that 

is popular with everyone in the hospital, 
including the patient! 


"Write for the AY) MC. 
Gomco catalog. ® 


Teme SURGICAL MANUFACTURING 


820H E. FERRY STREET 


: units ready to CORP. 
. help you! BUFFALO 11, N. Y. 
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EQUIPMEN 
FURNISHINGS 
SUPPLIES 
for your 
Hospital 


Five catalogs, carried by each DON 
salesman, list everything needed for 
the operation of all departments of 
Hotels, Clubs, Restaurants, Resorts, 
Schools, Colleges, Camps, Hospi- 
tals, Lounges, Taverns, Fountains, 
Diners, etc. 

Famous brands such as Hot Point, 
Toastmaster, Magic Chef, Simmons, 
International (Silverware), Libbey 
(Glassware), \DuPont, etc.—so the 
reputation of those national adver- 
tisers backs our merchandise. And 
Md dealings with us are further 

acked by DON’s own reputation 
of over 30 years and our guarantee 
of satisfaction. 

What do you need NOW? An 
automatic potato peeler? Electric 
mixers? New garbage cans? Bar 
supplies? Paper towels? Shower Cur- 
tains? Janitor supplies? Baking 
Ovens? Uniforms? Ginsmaeel We 
have it! Order from a DON Sales- 
man—or write, wire or phone. 
Most goods shipped SAME DAY! 


NEWS of NEW GOODS 


Timely BAR- 
GAINS! This illus- 
trated bulletin is 
worth getting and, 
it’s free! Ask to be 
put on mailing list 
to get DON NEWS. 


SATISFACTION 
GUARANTEED 


We'll be at the Convention of the 

American Hospital Associatien in 
Atlantic City, September 
18-21. See us in Booths 
860 & 862. 








2201 S, LaSalle 





Ph, CA 5-1300 Chicago 


HOME OF EDWARD DON & CO 








must see herself as a worker in 
this kitchen, and in one unit after 
another she must break down the 
operations to be performed, ana- 
lyzing the use of her hands and 
working out the best method ac- 
cording to the rules of motion 
economy. Then she must place the 
tools and materials in the units so 
that the employee works to fhe 
best advantage. 


SCHEDULING STAFF WORK 


Then, still before the place is 
built, a hypothetical staff should 
be set up with the schedule for 
each worker. This may uncover 
the fact that space could be saved 
by putting a work unit to two 
uses that can be scheduled for dif- 
ferent times of the day, and every 
bit of space saved cuts not only 
building costs but also operating 
costs. It is suggested that cross- 
ruled paper be used and that the 
schedule be set up in graphic form. 
Details of this method can be found 
in “Food Service in Institutions,” 
by West and Wood, or in the 
Journal of the American Dietetic 
Association for January 1933. 

Of course, all of this planning 
takes time, but it is time well 
spent. It pays for the dietitian to 
have time to watch and to think 
rather than just to scurry from job 
to job with a harried air. 


DIETITIAN AS SUPERVISOR 


The dietitian is a supervisor, but 
sometimes she falls short in this 
capacity. This may be because she 
has too much work to do, or it may 
be because she has been thrown 
into a situation that requires more 
experience than she has. Feeling 
inadequate she takes refuge in 
“busy work.’ The administrator 
comes into the picture in either 
case, for he had better diagnose 
the situation and either give the 
dietitian more help, if that is what 
is needed, or pay the salary that 
will interest a person whose ex- 
perience is commensurate with the 
responsibilities of the position. 

The recipe for success in plan- 
ning a dietary department calls 
for an infinite capacity for taking 
pains, ingenuity, creative imagi- 
nation, time and the skill and ex- 
perience of a team consisting of 
architect, administrator and dieti- 
tian. 
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Dietary manual 


The Virginia State Department 
of Health, Richmond, has pub- 
lished a small, 22-page manual to 
assist small hospitals and nursing 
homes with their dietary problems. 
It was prepared by dietitians of 
the Virginia State Department of 
Health and reviewed by members 
of the Virginia Dietetic Association. 

Eight diets are included in the 
manual: Normal, soft, liquid, car- 
diac, low salt, low residue, bland 
and diabetic. The last 10 pages 
give information on food manage- 
ment and service: Menu planning, 
buying suggestions, quantities of 
food to buy to serve 50, food prep- 
aration, food storage and food serv- 
ice covering general rules for pa- 
tient food service, setting up trays 
and serving trays. 


Food serving chart 


A chart prepared by a whole- 
sale grocery company gives the net 
weight or count of fruits and vege- 
tables in No. 10 tins and lists for 
each product the number of 1- 
ounce, 2-ounce, 3-ounce, 4-ounce 
and 5-ounce portions and the serv- 
ings and number of pieces to a por- 
tion. Information on portions or 
counts per serving is included for 
canned meats, fruits and miscella- 
neous products packed in 46-ounce 
No. 10, or one-gallon, tins, such as 
catsup, chili sauce, fruit and, vege- 
table juices, jellies, preserves, 
pickles and relishes. The approx- 
imate number of olives to the gal- 
lon is listed for the various sizes 
of queen, stuffed queen and man- 
zanilla olives. 

Serving portion costs have been 
calculated for No. 10 tins of prod- 
ucts ranging in price from $3.75 to 
$36.00 per dozen cans or about 31 
cents to $3.00 per can. 

Tables give the actual analyses 
of dietetic foods as made in the 
company’s laboratory. This covers 

Further information about products re- 
ferred to in these columns may_be ob- 
tained by writing to: HospitTats, Editorial 


Department, 18 E. Division Street, Chi- 
cago 10. 


the percentage of carbohydrate, 
fat, protein and ash minerals in 25 
water pack fruits, 7 fruit juices, 13 
water pack vegetables, 10 juice 
pack fruits and 4 dietetic vegetable 
juices. 

In this compact booklet of help- 
ful information a short-cut method 
for figuring food cost percentage 
has been included.—M.G. 
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Master Menus 
for September 


THE SEPTEMBER series of the 
American Hospital Association’s 
Master Menus is printed below. 
Boldface type indicates the general 
diet. The seven special diets are 
in lightface type. To use these 
menus, type the day-to-day menu 
suggestions on transfer slips and 
attach on the spaces and corres- 
ponding numbers on the breakfast, 
dinner and supper wall charts. 
Additional slips and kits may be 
purchased from the Association. 


September 1 


. Honey Dew Melon 

2. Prune Juice 

3. Oatmeal or Puffed Rice 
. Serambled Egg 

5. Bacon 
. Sweet Rolls 


. Essence of Vegetable Soup 
. Crisp Crackers 
. Broiled Flounder Fillets— 
Tartar Sauce 
. Broiled Flounder Fillets 
. Duchess Potatoes 
. Whipped Potatoes 
3. Spinach with Lemon 
. Baked Acorn Squash 
5. Pear Raisin and Shredded 
Cheese Salad 
. French Dressing 
. Apple Crisp 
. Grape Sponge— 
Custard Sauce 
. Grape Sponge 
. Seedless Grapes 
21. Pineapple Juice 


. Corn Chowder 
. Oyster Crackers 
. Shrimp Salad—Stuffed 
Baked Potatoes 
5. Cheese Omelet—Jelly 
5. Tomato, Cottage Cheese 
and Parsley Salad— 
Celery 
. Stuffed Baked Potatoes 
28. Green Peas 


31. Orange and Banana 
Shortcake 
32. Orange and Banana Cup 
3. Strawberry Gelatin 
34. Orange and Banana Cup 
. Grapefruit Juice 
. Hard Rolls 
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MAGNIFIED SPEED-SET CONTROL “NITE-GLOWING”’ 
INDICATORS New camouflaged DIALS 
Clear, accurate readings control knob or Read them... 
inan instant!... conventional adjust- make adjustments 
without squinting! ing key—optional. without light, they 
glow in the dark. 
DEPENDABLE CONTROLS COST LESS THAN SERVICE 
onevwe Get this free book! 
Q~ n € “Plan Your Hospital’s Atmosphere” is the book 
that tells the full story of automatic temperature 
Ai control. It describes the special benefits of 
individual room control and many other modern 
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Translations of technical facts 


for the nonmedical reader 


New DIscovERIES IN MEDICINE; THEIR 
EFFECT ON THE PuBLic HEALTH. Paul 
R. Hawley, M.D. 134 pp. New York: 
Columbia University Press. 1950. 
$2.50. (The Bampton Lectures in 
America.) 


R. HAWLEY HAS prepared for 
D publication the series of lec- 
tures which he gave at Columbia 
University as the Bampton Lec- 
tures in America. He chose, as sub- 
jects for the papers, discoveries in 
the workings of the circulatory 
system, in blood itself (with some 
attention to the development of 
transfusion as a therapeutic tech- 
nique), modern surgery of the 
heart and lungs, modern preven- 
tion and treatment of mental dis- 
ease, and the socio-economic as- 
pects of medical care. 

These talks were given before 
nonmedical groups, and Dr. Haw- 
ley has done an unusually com- 
petent job of translating and 
adapting the mass of information 
on these subjects. There is a direct 
appeal to the layman whose un- 
derstanding of these problems of 
concern to himself and to the com- 
munity will make for intelligent 
interest. 

Dr. Hawley has assumed an elas- 
tic connotation for the word “new,” 
and the content is by no means 
confined to developments in the 
last few years. When earlier ma- 
terial would make for a clearer 
understanding of present day 
achievements, it has been included. 

Of special interest to the hospi- 
tal administrator is the last chap- 
ter, on the socio-economic aspects 
of medical care. It is divided into 
two sections—the economic history 
of medical care and the prepay- 
ment principle. Because of his work 
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in the Blue Cross-Blue Shield 
Commission, Dr. Hawley says that 
it is very difficult for him to be 
completely objective; however, he 
presents a very clear picture of the 
growth of the prepayment concept 
and the place of the prepayment 
principle in the American way of 
life. He concludes this section with 
a summary of five main points 
which succinctly spell out the situ- 
ation as it exists today. 

The book is well illustrated and 
the style most readable.—H.V.P. 


Index to the literature 


Prepublication orders for the 
five-year Cumulative Index to 
Current Hospital Literature, 1945- 
1949, have been filled. Extra copies 
were printed to take care of addi- 
tional orders. Comments from hos- 
pital administrators and librarians 
indicate that the cumulative index 
will be a very useful tool in finding 
references and in compiling biblio- 
graphies on specific subjects. Some 
20,000 entries are included, listed 
both by author and subject. All of 
the hospital and related journals 
have been indexed to provide 
quick access to needed material. 
Orders for the Index may be sent 
to the circulation department of 
the American Hospital Association, 
18 E. Division Street, Chicago 10, 
Ill. 

The six-months index to current 
hospital literature for January 
through June, 1950, has been sent 
to the printer, and copies will be 
sent this month to regular sub- 
scribers. Hospitals which have pur- 
chased the cumulative index are 
being urged to subscribe for the 
six-months indexes, which will 


follow the cumulative index and 
keep it up to date. In addition to 
the journals regularly indexed in 
the past, general magazines of a 
more “popular” circulation aiso 
will be indexed for pertinent ma- 
terial. 

The subscription rate for the two 
semi-annual volumes is $3 per 
year. The price for the five-year 
cumulative index is $5 for the 
volume. 


John E. Ransom collection 


Readers of HOSPITALS are aware 
of the death of John E. Ransom 
after an automobile accident last 
spring. For the past several years 
he had been director of hospital 
services for the Georgia State De- 
partment of Health. Mr. Ransom 
had been intensely interested in 
the history of hospitals and was 
writing such a ‘history at the time 
of his death. The Board of Trustees 
of the American Hospital Associa- 
tion had set aside a sum of money 
for the purpose of starting a his- 
torical collection in the Associa- 
tion’s library, and Mr. Ransom was 
instructed to purchase material for 
this collection. He spent a great 
deal of time in old book shops and 
corresponding with the older mem- 
bers of the Association in his search 
for rare and interesting books and 
reports. In the course of his life- 
time Mr. Ransom built up a very 
fine personal library, which now 
will be incorporated into the Li- 
brary of the American Hospital 
Association. 

Students and scholars in the field 
of hospital administration now and 
in the future will owe a debt of 
gratitude to Mr. Ransom for the 
devoted work he did in laying the 
foundation for this valuable and 
helpful historical collection. 


Tuberculosis 


TUBERCULOSIS AMONG HOSPITAL PER- 
SONNEL. Eleanor C. Connolly, M.P.H. 
52 pp. New York: National Tuber- 
culosis Association. 1950. $0.50. 
Miss Connolly, who is assistant 

statistician at the National Tuber- 

culosis Association, has. prepared 
this summary of present opinion on 
the subject of tuberculosis among 
hospital personnel. The report 
forms a continuation of the pre- 
vious publication, ‘““Tuberculosis 

Among Nurses,” published in 1941 

by the National Tuberculosis As- 
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sociation. Thirty-four surveys of 
the incidence of tuberculosis among 
hospital personnel have been re- 
viewed, and the present study aims 
to summarize the findings and 
opinions expressed in these sur- 
veys. 

The material contained in the 
individual surveys has been 
grouped under the following head- 
ings: Prevalence of tuberculous in- 
fection among the young adult 
population, rapidity of infection in 
the hospital environment, develop- 
ment of tuberculosis among hos- 
pital personnel, mortality from tu- 
berculosis, and relationship of tu- 
berculosis morbidity to tuberculin 
reaction. A final chapter gives sug- 
gestions for coping with the prob- 
lem. 

The findings are presented in 
narrative form, with the sources 
marked and listed in the quite ex- 
tensive bibliography.—H.V.P. 


Psychiatric sections 


PsYCHIATRIC SECTIONS IN GENERAL 
HosPiTaLts. Paul Haun, M.D., Med. 
Sc.D. 80 pp. New York: F. W. 
Dodge Corporation. 1950. Plans. 
$4. 
Timely, authoritative, concise 

and scholarly are the adjectives 
that come to mind in connection 
with this small but important ad- 
dition to the literature on hospi- 
tal planning. 

Dr. Haun has taken as the skel- 
eton for this book eight solutions 
for an architectural program pro- 
viding for psychiatric facilities 
within the walls of a general hos- 
pital. 

The eight solutions, each devel- 
oped by a different architect in 
connection with a Veterans Ad- 
ministration construction program, 
have been thoroughly analyzed for 
both desirable and undesirable as- 
pects. The resulting conclusions are 
then used as the basis for a sug- 
gested plan, worked out by archi- 
tects Charles Butler and Addison 
Erdman, to incorporate the desir- 
able and eliminate the undesirable 
features. 

The suggested layout, occupying 


the top floor of-a hypothetical six- - 


story general hospital, is designed 
to provide 24 beds devoted to the 
care of patients of both sexes. Since 
the plan could not be developed 
independent of the general hospital 
facilities, the architects have pro- 
duced diagrammatic sketches of 
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the lower floors, indicating the dis- 
tribution of services. 

The author introduces his sub- 
ject by presenting the case for the 
incorporation of psychiatric facil- 
ities in the general hospital. In do- 
ing so, he makes excellent use of 
the findings of the Commission on 
Hospital Care with respect to the 
treatment of nervous and mental 
diseases. 

He discusses with understanding 
brevity the problems of the hospi- 
tal administrator and board of 
trustees in approaching the design 
of a psychiatric unit. Finally, be- 
fore going into the analysis of the 
various floor plans, he provides a 
well-integrated analysis of the fa- 
cilities required for the unit. 

This volume should be consid- 
ered essential reading as general 
background material for any arch- 
itect interested in hospital work. 
For the administrator or architect 
immediately confronted with plans 
to provide a psychiatric section in 
a general hospital, the book will 
undoubtedly constitute a manual 
for constant reference purposes. In 
view of the fact that the clinical 
material provided by the eight 
veterans hospitals constitutes the 
most extensive study likely to be 
made in this field for some time, 
Dr. Haun’s text promises to be of 
long-term reference value.—R. H. 


Seminar proceedings 


PROCEEDINGS OF THE NEW ENGLAND 
SEMINAR ON HOSPITAL DESIGN. 90 
pp. Boston: New England A.I.A. 
Seminar Committee. 1950. 
Preservation of the lectures and 

discussions that have been pre- 
sented in seminars on hospital de- 
sign constitutes a fine contribution 
on the part of the architectural 
profession to hospital care. 

The six New England state chap- 
ters of the American Institute of 
Architects brought together in 
Boston last December a seminar 
faculty of national authorities. 
Much valuable guidance in the 
field of hospital design would be 





Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library —Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 





lost for general use if it were not 
for the sustained voluntary labor 
expended by the architects’ com- 
mittees in transcribing, editing, 
and publishing these seminar re- 
ports. 

The material is not necessarily 
presented in a form that makes the 
most useful text for the student of 
hospital design, but it does provide 
a book that, with individual study, 
annotation and personal indexing, 
will bring to the administrator and 
hospital architect a splendid cross 
section of current thinking on 
many facets of the hospital design 
problem.—R. H. 


Film library 


The Library Committee has been 
encouraging the expansion of the 
film library of prints available for 
loan through the Library of the 
Association. Within the limits of 
time and personnel such a project 
has been undertaken. A complete 
report, plus a descriptive list of 
films acquired will be published in 
an early issue of HOSPITALS. Dur- 
ing the last part of June the head- 
quarters. staff reviewed about 60 
films, produced by business, in- 
dustry, universities, and the var- 
ious hospital branches of the fed- 
eral government. The films were 
critically viewed to decide if and 
how they could best be used in 
hospitals to aid in training per- 
sonnel, to help interpret the hospi- 
tal to its patients, as a teaching 
device for patients, and for general 
community showing. The growing 
use of audio-visual aids as a meth- 
od of presenting material has a 
definite application in the hospital 
as well as the medical field, and 
the Association can help its mem- 
bers by maintaining both a library 
of films for loan and suggestions 
for films obtainable through other 
agencies. 

Since the American Hospital As- 
sociation purchased a 16 mm. pro- 
jector and screen, which are al- 
ways available in the headquarters 
office, previewing films of possible 
interest to the hospital field is a 
simple procedure: Another recent 
acquisition in the audio-visual aids 
area is a machine which projects 
handwriting upon a screen. This 
will be used chiefly for teaching 
purposes at the Association’s in- 
stitutes. 
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The Castle Explosion-Proof Safelight shown in a composite action photograph 


Why operating teams like this flexible, 
explosion-proof (.s4Z Safelight 


THE SURGEON BECAUSE: He gets the 
exceptional quality of light he expects and 
wants, just where he wants it, and when he 
wants it—even when the nurse is not experienced. 


THE ASSISTANT BECAUSE: The novel 
optical system reduces shadow effects and his 
helping hands do not interfere with the surgeon’s 
light. 


THE SURGICAL NURSE BECAUSE: 
Quickly, as easily as pointing her finger, she can 
point the light just where the surgeon wants it. 
With universal focus the light is correct the in- 
stant she directs it. 


THE ANAESTHETIST BECAUSE: He gets 
proper color-corrected light for quick percep- 
tion of cyanosis. He also knows that the Castle 
Safelight is explosion-proof and approved by 
the Underwriters’ Laboratory for use in Class 1, 
Group C, Hazardous Locations. 


CASTLE NO. 51 SAFELIGHT The No. 
51 explosion-proof Safelight has the con- 
ventional counter-balanced arm instead of 
the pantograph arm on the No. 52. The 
lamphead raises, lowers, tilts to any re- 
quired angle. It gives the same superior 
quality illumination. 


EMERGENCY POWER UNITS AVAILABLE 
Consult your dealer. For catalog write Wilmot Castle Co., 1276 University Ave., Rochester 7, N. Y. 


LIGHTS AND STERILIZERS 
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Planning for Civilian Defense 


In Washington, hospital and 
medical problems bearing on mili- 
tary requirements and civilian de- 
fense are now the focus of atten- 
tion. On Capitol Hill, as well as in 
the executive departments, empha- 
sis has shifted abruptly—as a re- 
sult of the Korean situation — to 
such questions as providing ade- 
quate staffing for army and navy 
hospitals; accelerating civil de- 
fense planning; effecting better co- 
ordination within the diffused 
federal hospital system, and 
straightening out conflicts and du- 
plications with regard to large- 
scale collection of blood as a pre- 
paredness step against national 
emergency. 

When the House of Representa- 
tives on July 10 defeated President 
Truman’s plan for a department of 
health, education and security, the 
probability was heightened that 
no further medical care or hospi- 
talization legislation of major im- 
portance would be enacted prior 
to adjournment. With possible ex- 
ception of a bill increasing federal 
aid to local public health units, 
which stands a chance of final pas- 
sage, congressional action on any 
national health issues was con- 
cededly foreclosed when the Tru- 
man reorganization proposal was 
crushed last month to the battle 
cry of, “We don’t want socialized 
medicine!” 

Nevertheless, July witnessed the 
introduction of more bills to ex- 
tend government responsibilities 
for providing hospital and medical 
care, as well as on the subject of 
federal support of voluntary pre- 
payment plans. But these meas- 
ures, it was agreed by Republican 
and Democratic leaders alike, will 
die with the 81st Congress. That 
they will be reintroduced next 
January, however, is almost cer- 
tain. 


The Wolverton Bill 


The antipathy of this Congress 
to national compulsory health in- 
surance and to its champion, Fed- 
eral Security Administrator Oscar 
R. Ewing, was forcefully demon- 
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strated in the defeat of Reorgan- 
ization Plan No. 27, mentioned 
above. At the same time, however, 
there is every indication that pro- 
posed legislation on the order of 
the Wolverton bill (H.R. 8746) 
will receive serious consideration 
when a new congress is convened 
next year. Essentials of this plan, 
which would have the treasury 
underwrite and guarantee, to cer- 
tain limits, benefits of voluntary 
medical and hospital care groups, 
were described in HOSPITALS last 
month. 

Taking the House floor on July 
12 to argue merits of H.R. 8746, 
Rep. Charles A. Wolverton (R., 
N.J.) said in part: 

“It has been reliably estimated 
that a plan embodying the features 





Health Plan Study 


Dr. Dean A. Clark, general di- 
rector of Massachusetts General 
Hospital, Boston, last month was 
appointed consulting director of a 
Senate study of voluntary health 
insurance plans. 
The study will 
be made over a 
six-month pe- 
riod to furnish 
background in- 
formation to the 
Senate public 
welfare sub- 
committee, 
headed by Sen. 
James E. Mur- 
ray (D., Mont.). 

Other jobs in 
th.e- pub Lae 
health field which Dr. Clark has 
accomplished include directing the 
Health Insurance Plan of Greater 
New York, which he helped to or- 
ganize. He is a commissioned offi- 
cer in the reserve corps of the Pub- 
lic Health Service. Dr. Clark will 
continue as director of Massachu- 
setts General Hospital, devoting 
only part time to the Senate sur- 
vey. 


DR. CLARK 





of this one would cost on the aver- 
age $5 per month to the individual 
worker, and the benefits would 
cover his entire family. However, 
because of the wide coverage en- 
visioned, because of the govern- 
ment guaranty and support, be- 
cause of the many supplemental 
plans possible such as employer 
participation or community parti- 
cipation in needy cases, the cost of 
this reinsurance plan will be such 
that any American can participate. 

“This Federal Health Service 
Reinsurance Act proposes to have 
the government act, as it does in 
the case of banks, as the auditor 
and supervisor of reinsurance pay- 
ments. It proposes through private 
enterprise backed by federal guar- 
anties to have illness treated on a 
basis of need. It proposes to end 
the haunting worry of doctor and 
hospital. bills. 

“But it further proposes to keep 
bureaucracy where it belongs—out 
of the accident wards, out of the 
doctors’ offices and out of our pri- 
vate business of choosing whom we 
want to treat our families when 
they are sick.” 


Veterans’ Dependents 


Companion bills introduced last 
month in Senate and House pro- 
vide that government medical and 
hospital care shall be available to 
children of World War II service- 
men who died of service disabil- 
ities. Sponsors of this plan for ex- 
pansion of Veterans Administra- 
tion services are Sen. Ernest W. 
McFarland (D., Ariz.) and Rep. 
John E. Rankin (D., Miss.). Simi- 
lar bills were introduced in 1949, 
one of which would make deceased 
veterans’ widows as well as their 
children eligible for benefits, but 
no action has been taken upon 
them. 


United Medical Administration 


Public hearings were held in 
July on proposed establishment of 
a United Medical Administration 
by the House Expenditures Com- 
mittee and the health legislation 
subcommittee of the Senate Labor 
and Public Welfare Committee. 
Although preponderance of testi- 
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mony was against the U.M.A. plan, 
which originally was recommend- 
ed by the Hoover Commission, it is 
* probable that one concrete result 
will be adoption of some scheme to 
promote coordination of planning 
and construction of federal hospi- 
tals, both military and civilian. If 
legislation to that end is event- 
ually passed, observers believe 
that one of its objectives would 
be to coordinate nonfederal hos- 
pital expansion under the Hill- 
Burton Act with future develop- 
ment of veterans, military and 
Public Health Service hospitals. 

The American Legion, Veterans 
of Foreign Wars, Amvets, Dis- 
abled American Veterans, Veter- 
ans Administration and Sen. El- 
bert D. Thomas (D., Utah) testi- 
fied against creation of a United 
Medical Administration, which 
would lump all federal medical 
and hospital services into an inde- 
pendent agency. Sole witnesses in 
support of the proposal were those 
representing the Citizens Commit- 
tee for the Hoover Report. 


Need for Statistics 


Statistics on distribution and 
occupancy of federal hospital beds 
with relation to nongovernmental 
facilities throughout the country 
were presented to both congres- 
sional committees. The tables were 
prepared by the Citizens Commit- 
tee for the Hoover Report because 
“nowhere in our 40 billion dollar 
government can a private citizen, 
let alone a member of Congress or 
an officer of the executive branch, 
find definitely in print the perti- 
nent facts regarding our two bil- 
lion dollar annual federal medical 
programs,” the Senate subcommit- 
tee was told by Charles B. Coates, 
vice chairman and general mana- 
ger of the citizens committee. 

“The complete preoccupation of 
each of the five major federal 
agencies with its own medical pro- 
gram, together with lack of ade- 
quate facts and figures on which to 
base prudent overall planning of 
our costly medical programs, have 
led to expensive and needless dup- 
lication of medical services and 
hospitals,’’ Mr. Coates testified. 

Supporting arguments for estab- 
lishment of a United Medical Ad- 
ministration were presented to the 
Senate subcommittee by Dr. Hugh 
J. Morgan, professor of medicine 
at Vanderbilt University. 

“The integration of a federal 
hospitalization system with civil- 
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ian hospitals not only would pre- 
vent unnecessary duplication of 
facilities and professional person- 
nel wastage in a given locality but 
would also elevate standards of 
medical care in that location,” he 
said. “By hospitalizing federal pa- 
tients in nonfederal hospitals on a 
reimbursable basis, the federal 
government would be providing 


. aid rather than competition to non- 


federal hospitals. The present in- 
consistency in policy between 
building large numbers of federal 
hospitals and at the same time pro- 
viding funds through the Hill- 
Burton Act to aid nonfederal hos- 
pitals would end.” 

Similar views were presented to 
the House Expenditures Commit- 
tee by Tracy S. Voorhees, former 
undersecretary of the army, who 
was chairman of the Hoover Com- 
mission medical task force. 

The opposition expressed by 
American Legion and other vet- 
erans’ organizations was predi- 
cated chiefly on provisions of the 
U.M.A. bill (S.2008) whereby all 
hospital and medical care func- 
tions of the Veterans Administra- 
tion would be withdrawn from 
that agency and reestablished in 
the new organization. ; 

In the course of witness ques- 
tioning, Sen. Robert A. Taft (R., 
Ohio) made it clear that he is 
highly skeptical of present gov- 
ernment policy to furnish medical 
and hospital care to veterans with 
nonservice disabilities. At the same 
time, he expressed the opinion that 
it might be unwise for the Veter- 
ans Administration to be divested 
of its medical and hospital respon- 
siblities. 

“T do not see why veterans 
whose physical disabilities are not 
service connected cannot obtain 
their health care through volun- 
tary plans,” Senator Taft declared. 

An unusual feature of the testi- 
mony presented by Senator Thom- 
as, chairman of the Senate Labor 
and Public Welfare Committee, 
was that he recommended against 
enactment of S.2008 even though 
he introduced the bill. He empha- 
sized that he put in the bill “by 
request” and, since studying its 
provisions, has reached the con- 
clusion that a United Medical Ad- 
ministration would be too costly; 
it would submerge public health 
and medical research activities un- 
der administrative details con- 
cerned chiefly with providing 
medical care for federal benefici- 
aries, and installation of an inde- 


— 


pendent agency in this field is un- 
wise. 

Views of the American Medica] 
Association were presented by Dr. 
Walter B. Martin, of Norfolk, Va, 
a member of the board of trustees. 
The bill is objectionable, he stated, 
since it gives- no evidence that 
economies will be achieved, special 
functions of the several services 
preserved or quality of medical 
care safeguarded. 


Appropriations Uncertain 


Inasmuch as the appropriations 
bill for running the federal govern- 
ment in 1950-51 was not expected 
to pass Congress and be signed by 
the President before the latter part 
of July, funds to be allocated for 
continuing operations under the 
Hill-Burton Act are still uncertain. 
There was every indication, how- 
ever, that the full authorized 
amount of 150 million dollars for 
the year would be approved. Al- 
though the House, in passing the 
bill, disallowed funds to inaugu- 
rate a small grant-in-aid program 
for research and demonstrations as 
part of the Hill-Burton system, the 
Senate committee approved $750,- 
000 for this project, and it was 
regarded likely that at least $500,- 
000 would be mutually agreed up- 
on in joint Senate-House confer- 
ence preceding final adoption. 


Cancer Grants 


It is virtually certain that the 
National Cancer Institute appro- 
priation for 1950-51 will be in ex- 
cess of 20 million dollars, a major 
part of which will go for grants- 
in-aid. Hospitals, medical schools 
and other institutions in 30 states 
and the District of Columbia are 
recipients of cancer research grants 
announced in July by the Public 
Health Service. Among them are 
Cedars of Lebanon Hospital, Los 
Angeles; Children’s Hospital, Bos- 
ton; New England Center Hospital, 
Boston; Free Hospital for Women, 
Brookline, Mass.; Memorial Cancer 
Center, New York City; Montefiore 
Hospital, New York City; Mt. 
Sinai Hospital, New York City; 
Georgetown University Hospital, 
Washington, D.C.; and George 
Washington University Hospital, 
Washington, D. C. 


Blood Program 


Closer integration on all levels— 
national, state and local—of blood 
collection and distribution was the 
aim of a conference in Washing- 
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ton, D. C., in mid-July under the 
auspices of the American Red 
Cross. Dr. Edwin L. Crosby, direc- 
tor of Johns Hopkins Hospital, 
Baltimore, represented the Amer- 
ican Hospital Association on a 
committee which drafted a resolu- 
tion designed to bring the Ameri- 
can Medical Association, American 
Hospital Association, American 
Association of Blood Banks and 
other participating organizations 
into close interrelationship. Details 
of the plan were not made public, 
pending its ratification by the var- 
ious associations concerned. 


Surplus Supply Bill 


A bill (8.3842) filed late in June 
by Sen. John L. McClellan (D.,- 
Ark.), to amend the Federal Prop- 
erty and Administrative Services 
Act of 1949, contains provisions 
that would benefit all tax-sup- 
ported and tax-exempt hospitals, 
professional schools in health sci- 
ences, research centers and health 
departments. Section 4 of the bill, 
which replaces the previously in- 
troduced Pepper bill (S.2692), 
broadens institutional eligibility 
for government owned equipment, 
books and other supplies which are 
declared surplus. 

Large quantities of surplus ma- 
teriel now are in storage. Hill- 
Burton hospitals in several states 
have attempted, via representa- 
tives in Congress and the Public 
Health Service, to acquire dona- 
tions. The existing law authorizes 
gifts for educational purposes. The 
McClellan bill spells out the eligi- 
bility of hospitals for such dona- 
tions. 


Miners’ Health Program 


The revised health care system 
of the United Mine Workers of 
America welfare and retirement 
fund went into effect the first of 
July with considerably fewer ben- 
efits than when the system was 
suspended last September. Revi- 
sion of the benefits was necessary 
for the program to operate within 
its budget, amounting to a 30-cent- 
a-ton royalty paid by operators. 

In the future, benefits in most 
cases will be provided only when 
hospitalization is medically re- 
quired. Obstetrical care is gener- 
ally excluded, and special author- 
lation is required for services by 
Specialists. 

Another new restriction is that 
the fund will provide no services 
Which the miner, or his dependent, 
is eligible to receive through other 
channels, 
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Award to Dr. Faxon 


The recipient of the American 
Hospital Association’s annual 
award of merit this year will be 
Dr. Nathaniel Wales Faxon, for- 
merly director of Massachusetts 
General Hospital and Massachu- 
setts Eye and Ear Infirmary, Bos- 
ton. Presentation of the award will 
take place at the annual banquet 
on Sept. 21, the concluding event 
of the 52nd convention of the As- 
sociation meeting this year in At- 
lantic City. . 

Dr. Faxon was assistant director 
of Massachusetts General Hospital 
from 1919 to 1922, his first admin- 
istrative position. He was director 
of Strong Memorial Hospital, 
Rochester, until 1935 when he re- 


DR. FAXON 


turned to Massachusetts General as 
director, remaining there until his 
retirement in 1949. 

Among his professional organi- 
zations, Dr. Faxon lists a life mem- 
bership in the American Hospital 
Association of which he was presi- 
dent in 1934. He is also a life fellow 
of the American College of Hospital 
Administrators, a former president 
of the Hospital Council of Boston, 
and at one time vice president of 
the Massachusetts Hospital Service, 
Inc. 


Speakers at Convention 


An outstanding group of speak- 
ers has been selected to lead dele- 
gates at the American Hospital 
Association’s 52nd annual conven- 


tion toward a closer understanding 
of the general subject, “Organizing 
the Hospital to Meet the Changing 
Scene,” this year’s convention 
theme. The convention will meet 
in Atlantic City Sept. 18-21 with 
principal meetings in the Conven- 
tion Hall and Traymore Hotel. 

At the opening session of the 
convention on Monday afternoon, 
three speakers will address the 
delegates on what can be expected 
in the future for the nation’s econ- 
omy, medicine and in the political 
world, as these three fields are re- 
lated to the general convention 
theme. 

Speaking on “The Outlook for 
the Nation’s Economy,” Leo Wol- 
man, Ph.D., director at large of the 
National Bureau of Economic Re- 
search, New York City, is one of 
the foremost economists in the 
country. Detlev W. Bronk, Ph.D., 
president of Johns Hopkins Uni- 
versity, Baltimore, will discuss 
“Medicine in the Future.”’ Mr. 
Bronk is known internationally 
for his work in biophysics. For the 
past four years he has been chair- 
man of the National Research 
Council. 

“What I Believe the Political 
Scene Implies for the Future,” is 
the subject for the third Monday 
afternoon speaker, Harwood L. 
Childs, Ph.D., professor of politics, 
Princeton (N.J.) University. Mr. 
Childs was the founder and has 
been editor since its beginning in 
1937 of the Public Opinion Quar- 
terly, and is the author of many 
books and articles in the joint 
fields of politics and economics. 

Of particular interest to admin- 
istrators of hospitals with 100 or 
fewer beds will be the general ses- 
sion scheduled for Tuesday morn- 
ing, a panel for small hospitals. 
For details of the program to be 
presented at that time, see page 
56 of this issue. 

Finances as related to the con- 
vention theme will be the sub- 
ject for discussion at the Tuesday 
afternoon general session. Four 
speakers have been scheduled to 
address delegates. 

The over-all problem in hospital 
finance will be stated by J. Hamil- 
ton Cheston, president of the Phil- 
adelphia Saving Fund Society. 
Following Mr. Cheston, Hiram Sib- 
ley, New Haven, executive di- 
rector of the Connecticut Hospital 
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Association, will speak on what a 
state-wide program toward ade- 
quate reimbursement for the in- 
digent means to hospitals. 

The effect of Blue Cross prepay- 
ment plans on the financial base of 
hospitals will. be discussed by Dr. 
Fred G. Carter, superintendent of 
St. Luke’s Hospital, Cleveland. 
The final speaker of this session, 
C. Bolles Rogers, chairman of the 
board of St. Barnabas Hospital, 
Minneapolis, will speak: on a vol- 
untary plan for hospital integra- 
tion. 

At the conclusion of Mr. Rogers 
talk, there has been scheduled ten- 
tatively a special showing of the 
R.K.O.-Pathe film on the commu- 
nity hospital, ‘“House of Mercy.” 

The single general session sched- 
uled for the evening, on Tuesday, 
is a round table discussion titled 
“How the American Hospital As- 
sociation Assists the Individual 
Hospital.” Some of the specific top- 
ics to be discussed are: The effect 
of H.R.6000, amending the social 
security act, on the individual hos- 
pital; use of Association specifica- 
tions in purchasing such supplies 
as canned fruits and vegetables, 
and hospital-physician relations. 


MR. BRONK 


Group conferences and discus- 
sion meetings have been scheduled 
for Wednesday morning and after- 
noon. The subjects of the six morn- 
ing group meetings are problems 
in hospital purchasing, problems in 
hospital design, problems in anes- 
thesia today, special problems in 
financing hospital care, state hos- 
pital survey and construction, and 
women’s hospital auxiliaries. 

Two additional groups will meet 
in the afternoon to discuss prob- 
lems in hospital finance with ref- 
erence to accounting and the fu- 
ture of nursing education. ; 

Preliminary winners of the T-P- 
R contest will appear before con- 
vention delegates at the Thursday 
morning general session to dem- 
onstrate their original techniques, 
procedures and routines. Audience 
applause, as measured by an ap- 
plause meter, will determine final 
winners. Awards will be govern- 
ment savings bonds. A $100-de- 
nomination bond will go to the 
first place winner, and $50 and $25 
bonds to the second and third 
place winners respectively. 

The final session on Thursday 
afternoon will cover part III, pro- 
fessional practice, of the conven- 
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tion theme, “Organizing the Hos- 
pital to Meet the Changing Scene.” 
Dr. I. S. Ravdin, the John Rhea 
Barton professor of surgery, Hos- 
pital of the University of Pennsyl- 
vania, Philadelphia, will discuss 
the effects on hospital practice of 
clinical advances in medicine. 

“Organized Outpatient Services 
for Pay Patients” is the topic of the 
talk to be given by Dr. James 
Bordley III, director of Mary Imo- 
gene Bassett Hospital, Coopers- 
town, N. Y. Concluding the dis- 
cussion will be Mrs. A. E. Pinan- 
ski of Brookline, Mass., who will 
discuss community service for the 
hospital patient. Mrs. Pinanski is 
chairman of the council on wom- 
en’s hospital auxiliaries of the 
Massachusetts Hospital Associa- 
tion. 

At the banquet, the closing event 
of each annual convention, the fea- 
tured speaker will be Adm. William 
H. P. Blandy, U.S.N. (Ret.), presi- 
dent of the Health Information 
Foundation. Presentations will be 
made at the banquet of the award 
of merit and an honorary member- 
ship in the Association. 

At the conclusion of the pro- 
gram, Dr. Charles F. Wilinsky, 
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MR. KUHN 
Other winners not pictured above are Sister Brendan, Mr. Prescott and Mr. Yaw. (See page 119.) 


MR. BACHMEYER DR. SUTTON 
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director of Beth Israel Hospital, 
Boston, will be installed as the new 
president of the Association, suc- 
ceeding this year’s president, John 
N. Hatfield, administrator of Penn- 
sylvania Hospital, Philadelphia. 


Original Ideas in Contest 


Originality and resourcefulness 
characterize the entries of the nine 
preliminary winners of the T-P-R 
contest, one of the featured events 
of the 1950 convention of the 
American Hospital Association. 
The contest was designed for the 
dual purpose of recognizing unique 
and effective techniques, proce- 
dures or routines, and to give other 
hospitals the opportunity of profit- 
ing from administrative methods. 

Preliminary winners will dem- 
onstrate their ideas at the Atlantic 
City convention. Following is a list 
of the winners and their projects: 

R. W. Bachmeyer, director of 
Aultman Hospital, Canton, Ohio, 
central mop cleaning, storage and 
control; Sister Mary Brendan, 
R.S.M., business manager of St. 
John’s Hospital, St. Louis, check 
cashing service for employeés; Dr. 
George W. Jackson, superintend- 
ent of Arkansas State Hospital, 
Little Rock, hospital personnel se- 
lection using psychological testing; 
Eugene F. J. Kuhn, business man- 
ager of Tuberculosis Sanatorium 
No. 2, Cresson, Pa., improved dish- 


washing check; Robert E. Neff, 
superintendent of Methodist Hos- 
pital, Indianapolis, wall washing 
on a piecework basis; Boone Pow- 
ell, administrator of Baylor Hospi- 
tal, Dallas, waging successful war 
on discourtesy; Edwin H. Prescott, 
assistant administrator of Wil- 
liamsport (Pa.) Hospital, preven- 
tive maintenance technique; Dr. 
Frank C. Sutton, director of Miami 
Valley Hospital, Dayton, Ohio, 
professional service reports for 
trustees, and Ronald Yaw, director 
of Blodgett Memorial Hospital, 
Grand Rapids, Mich., dispensing of 
narcotics. 


Study of Hospital Costs 


In recent years, leaders in the 
field of hospital administration and 
public health have realized the 
need for a nation-wide study of 
the financing of hospital care. 
Maurice J. Norby, assistant director 
of the American Hospital Associa- 
tion, detailed both the need and 
possible scope of such a study in 
the October 1949 issue of HospI- 
TALS. 

A study of the financing of hos- 
pital care would seek to evaluate 
the current financial position of 
hospitals, determine the need and 
demand for hospital services, ana- 
lyze the effect of medical practice 
on hospital costs, study means for 
obtaining needed high quality hos- 


pital services at lowest possible 
costs, evaluate systems of payment 
for hospital care and investigate 
methods for facilitating the most 
effective utilization of hospital re- 
sources. 

One of the most essential aspects 
of the planning stage of the As- 
sociation-proposed study is the 
securing of funds to finance it. Es- 
timated to require two years, the 
study will cost about $500,000, or 
$250,000 for each year. 

Up to the middle of July, con- 
tributions and grants from research 
foundations totaled $261,000. 
Earlier this year, the National 
Foundation for Infantile Paralysis 
approved an award of $150,000, or 
$75,000 per year, to the Associa- 
tion. 

Both the W. K. Kellogg Founda- 
tion and the Rockefeller Founda- 
tion have allocated $50,000 for the 
study of hospital financing. Other 
contributors are the Milbank Fund, 
$10,000, and the Spanel Founda- 
tion, $1,000. 

To augment the grants already 
received, the Association has ap- 
plied for research funds from the 
Public Health Service. It is hoped 
that actual work on the research 
study program will begin sometime 
this fall, but the actual starting 
date cannot be set until the bal- 
ance of the $500,000 has been re- 
ceived. 





-+ FEDERAL, ADMINISTRATIVE : - 





Conference on Aging 


At the request of President Tru- 
man, Oscar R. Ewing, federal se- 
curity administrator, has called a 
national conference on aging to be 
held in Washington, D. C., August 
13-15. Invitations to the confer- 
ence have been sent to several 
hundred individuals and organiza- 
tions, within and outside the gov- 
ernment. 

In announcing the conference, 
Mr. Ewing pointed out that in 1900 
one out of 25 Americans was over 
65. Today the proportion is one out 
of 13. This change in the popula- 
tion pattern, affecting every home 
and family, has also affected the 
National economy and such fields 
a social planning and medicine. 

The August conference will ex- 
amine the effects of the aging proc- 
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ess and the implications of the 
change in population age distribu- 
tion. It is hoped that the confer- 
ence will result in more research 
on aging in fields such as employ- 
ment, health, education, recreation 
and social adjustment. 

During the past two years the 
Federal Security Agency has had 
a committee working on the prob- 
lems of aging. A recently released 
report of this committee, titled 
“Programs for An Aging Popula- 
tion,” will be used as the basis for 
discussion groups and work ses- 
sions at the conference. 

A nationally known authority 
on the problems of the aging, Clark 
Tibbitts, has been appointed di- 
rector of the conference. He has 
served as acting director in the 
preconference’ planning studies 
conducted by the agency. 


X-Ray Employees Annually 


As a result of the navy medical 
department’s program of annual 
x-rays, the tuberculosis rate among 
navy employees dropped 33 per 
cent in the past year. For the past 
two years, the navy has been car- 
rying out its tuberculosis control 
program by taking chest x-rays of 
all employees as they enter ahd 
leave naval employment and every 
year while they are employed by 
the navy. 


Four of every 1,000 examined 
employees had evidence of tuber- 
culosis during 1949. The rate for 
1948 was six out of every 1,000. In 
both years, three of every 1,000 
navy employees were discovered 
to have evidences of other chest 
diseases such as lung tumors and 
heart disease. 
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International Institute 


An exchange of information be- 
tween health leaders of North and 
South America on advances in the 
health field during the past few 
years and developments planned 
for the future was achieved at the 
third international institute for 
hospital administrators, meeting in 
Rio de Janeiro from June 18 to 
July 2. The intensive seminar was 
jointly organized by the Pan 
American Sanitary Bureau, Wash- 
ington, D. C., and the Inter-Ameri- 
can Hospital Association, and was 
presented under the auspices of the 
Brazilian government. 

Lecturers at the institute dis- 
cussed new concepts of the modern 
health center and hospital networks 
which carry out programs of pre- 
ventive and curative medicine in 
the community. It was revealed 
that training programs for nurses 
and nurse aides have increased 
tenfold in the past six years in 
Latin America. Formalized train- 
ing in hospital administration is 
almost nonexistent, and leaders 
depend on seminars such as the 
international institutes for 
advanced education. 

Hospital modernization and 
building programs have been un- 
dertaken by most Latin American 
countries. Venezuela is construct- 
ing 40 new projects at a cost of 60 
million dollars. An extensive build- 
ing program in Peru will add 3,000 
beds in 12 new hospitals. A con- 
struction program in Mexico has a 
goal of 58 new hospitals. 

Diplomas were presented to 238 
students at the end of the seminar, 
making a total of 700 Latin Amer- 
icans who have been trained in 
the three international institutes 
held since 1944. 

Prominent members of the hos- 
pital field in the United States who 
were on the faculty included: Dr. 
Robin C. Buerki, vice president in 
charge of medical affairs, Univer- 
sity of Pennsylvania, Philadelphia; 
Dr. Edwin L. Crosby, director, 
Johns Hopkins Hospital, Baltimore; 
Herman J. V. Grimmer Jr., hospi- 
tal consultant, Institute of Inter- 
American Affairs, Washington, D. 
C.; James A. Hamilton, director of 
the course in hospital administra- 
tion, University of Minnesota, Min- 
neapolis; Gerhard Hartman, Ph.D., 
superintendent, State University of 
Iowa Hospitals, Iowa City. 
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Maj. William A. Hill, chief of 
hospital standards and inspections, 
Office of the Surgeon General, 
Washington, D. C.; Dr. Vane M. 
Hoge, assistant surgeon general, 
Public Health Service, Washing- 
ton, D. C.; Felix Lamela, hospital 
consultant, Pan American Sanitary 
Bureau, Washington, D. C.; Dr. 
John Gorrell, director, course in 
hospital administration, Columbia 
University, New York City; Lt. Col. 
James T. McGibony, surgeon gen- 
eral’s office, Department of the 
Army, Washington, D. C. 

Dr. Malcolm T. MacEachern, di- 
rector emeritus, American College 
of Surgeons, Chicago; Rev. Donald 
A. McGowan, director, Bureau of 
Health and Hospitals, National 
Catholic Welfare Conference, 
Washington, D. C.; Rt. Rev. Msgr. 
George Lewis Smith, director of 
hospitals, Diocese of Charleston, 
Aiken, S. C.; Dr. Fred L. Soper, 
director, Pan American Sanitary 
Bureau, Washington, D. C., and Dr. 
Dallas G. Sutton, Washington Serv- 
ice Bureau, American Hospital As- 
sociation. 


Scholarship Announced 


News was received recently of 
the Nellie Gorgas Memorial Schol- 
arship, established by the Zonata 
Club of Minneapolis in memory of 
one of the outstanding women in 
the field of hospital administration. 
The proceeds of the scholarship 
fund will go to women of ability 
and promise who are enrolled in 
the course in hospital administra- 
tion at the University of Minnesota. 

Miss Gorgas was superintendent 
of St. Barnabas Hospital, Minne- 
apolis from 1941 until her death. 
During 1947 she was president of 
both the Minnesota Hospital Asso- 
ciation and the Upper Midwest 
Hospital Conference, and was 
named a regent of the American 
College of Hospital Administrators. 


Heart Disease Research 


As part of its research program 
and to help meet the need for 
qualified researchers in the field, 
the American Heart Association 
has established career investiga- 
torships. These will be in addition 
to the short-term grants to In- 
dividual investigators and institu- 
tions for research projects which 
the association has made in the 
past. 
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Nurses Survey Salaries 


A survey of salaries, hours and 
other factors of working conditions, 
made by the American Nurses’ 
Association late in 1949, was sum- 
marized in the June issue of that 
organization’s journal. Data are 
based on 6,800 replies from a ran- 
dom sampling of active nurses in 
all parts of the country. 

Results showed that the average 
salary paid to institutional staff 
nurses not living in hospital quar- 
ters was $205 in September 1949. 
The average salary was $211 for 
all nurses, in all positions, em- 
ployed by hospitals or related in- 
stitutions and living outside the 
hospital. 

The same group of nurses gener- 
ally worked 44 or more hours a 
week, whereas nurses working in 
other fields, making up a smaller 
group, generally worked less than 
44 hours. Two weeks vacation with 
pay, some paid sick leave and six 
or more holidays with pay were 
received by most nurses. 

Private duty nurses comprised 
the second largest group of gradu- 
ate nurses reported in the survey. 
Their daily earnings averaged $10 
for an eight-hour shift. They do not 
receive paid vacations, sick leave 
or vacations. 

About half of the nurses did not 
receive extra pay or compensatory 
time off when they were required 
to work overtime. When overtime 
was recognized, compensatory time 
off was most frequently given. 

Rotating shifts were required of 
29 per cent of the institutional 
nurses. Split shifts were most fre- 
quent in the New England region 
where three out of 10 nurses 
worked on such a schedule. 


Strike of Nurse Aides 


A walkout of 19 nurse aides late 
in June at the Siskiyou County 
General Hospital, Yreka, Calif., 
backfired and resulted in the loss 
of their jobs for all striking em- 
Ployees. None of the striking aides 
have been rehired, according to T. 
H. Howell, manager of the 115-bed 
county hospital, and newly hired 
oe have taken over their 
Jobs. 

The walkout developed on June 
28 when the county board of super- 
visors refused employee demands 
for a 40- rather than 48-hour work 
week no cut in pay and a gradu- 
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ated pay scale. Aides at the hos- 
pital are now paid $143 a month 
in addition to meals and laundry. 


Recruitment Campaign 


A goal of 50,000 first-year stu- 
dents for schools of nursing 
throughout the country has been 
set for the 1950 nurse recruitment 
campaign, under the direction of 
the Committee on Careers in Nurs- 
ing and the Advertising Council. 

Radio network support has been 
given to the nurse recruitment 
drive, and local radio stations will 
be asked to cooperate. Television 
and newspaper advertising also 
will be used to publicize the drive. 

Two new pamphlets have been 
issued by the Committee on Careers 
in Nursing for use by local re- 
cruitment groups and directed to 
prospective students, their parents 
and counselors. ‘“Nursing—Career 
With a Future for You” carries in- 
formational material about the 
nursing profession. The second 
booklet, “Nursing Offers You a 
Choice on the Health Team,” is 
about professional and practical 
nursing and is designed for young 
women who must make a decision 
between the two. 

The J. Walter Thompson Co., 
which has served as the volunteer 
advertising agency on all nurse re- 
cruitment activities since the early 
days of the war, again will con- 
tribute its services to the current 
campaign. Anson C. Lowitz, vice 
president of the agency, again will 
serve as campaign coordinator. 
This is the tenth nurse recruitment 
campaign conducted with Adver- 
tising Council assistance. Council 
officials estimate that American 
business and the advertising in- 
dustry have contributed 30 million 
dollars worth of advertising space 
and time in behalf of nurse recruit- 
ment programs since 1943 


Public Health Nurses 


Officers were elected by the 
National Organization for Public 
Health Nursing at the close of its 
1950 convention in San Francisco, 
May 8 to 12. Emilie G. Sargent of 
Detroit was elected to the presi- 
dency, succeeding Ruth W. Hub- 
bard, president of the organization 
since 1946. Miss Sargent is execu- 
tive director of the Visiting Nurse 
Association, Detroit. 

Other officers, also elected for 


two-year terms, are: First vice 
president, Dorothy Wilson, New 
Haven, Conn., and second vice 
president, Mrs. H. Stanley John- 
son, Madison, Wisc. Re-elected to 
office were secretary, Anna Fill- 
more, and treasurer, L. Meredith 
Maxson. 


Statement by League 


At its recent San Francisco meet- 
ing, the National League of Nursing 
Education adopted a “Statement 
of Principles Relating to Organiza- 
tion, Control and Administration 
of Nursing Education.” The state- 
ment recommends that nursing 
schools be under the direction of 
educational institutions and that 
nursing education be financed par- 
tially by public funds. The state- 
ment follows: 


Although the practice of placing 
professional nursing education in col- 
leges and universities was initiated 
over thirty years ago, the majority of 
basic professional schools of nursing 
are still conducted by hospitals. It is 
a recognized fact that the graduates 
of these schools, with the graduates of 
collegiate schools, have made and are 
making a great and essential con- 
tribution to the health services of the 
nation. 

Nurses today, however, are called 
upon to serve in a broad field of 
community nursing including care of 
people in hospitals, homes, industries, 
schools, and other community agen- 
cies. The function of the school of 
nursing is to prepare nurses qualified 
to meet the needs of this broad field, 
a preparation which can best be pro- 
vided by the school whose primary 
purpose is education. 

In a democratic country, students 
of nursing should have opportunity 
equal to that of students preparing 
for other fields of social endeavor, 
and every profession should assume 
the obligation for maintaining its 
educational standards at the level 
which will serve the public needs 
most effectively. 

The National League of Nursing 
Education appreciates the fact that 
changes toward the administration, 
organization, and control of schools 
of nursing, as implied in these prin- 
ciples, must be accomplished neces- 
sarily through a process of study and 
planning which will proceed gradu- 
ally, which will be constructive, and 
which will not undermine the welfare 
of our public. 

Nursing education, in common with 
other types of education, should be 
the charge of the educational institu- 
tions of the country, public and pri- 
vate. Formulation of policies and the 
administration of programs of nurs- 
ing education are the prerogative and 
responsibility of professional nurses. 

Nurses recognize that the most eco- 
nomical service possible must be 


121 








rendered to the community, provided 
the health of the community is pro- 
tected. Nurses also recognize that 
there is a need for differentiation of 
service, which requires a differentia- 
tion of preparation. Every prospec- 
tive student in nursing must have 
assurance that her education will be 
adequate to give her competence and 
satisfaction in future service. In like 
manner, those who are served by 
nurses should be assured that the 
type of nursing care needed will be 
available. 

Since nursing service will require 
varying degrees of knowledge and 
skill, nursing education must provide 
preparation for professional nurses 
and for practical nurses. It is assumed 
the nursing service departments will 
provide in-service training programs 
for all nursing service personnel. 

Basic Professional Nursing Educa- 
tion. Education of professional nurses 
should be an integral part of an in- 
stitution of higher education, either 
public or private, or should be in a 
school conducted as an independent 
institution empowered by the state 
to grant appropriate degrees. The 
basic professional nursing program 
should include or be built upon at 
least two years of general collegiate 
education and should provide the 
student with learning experiences in 
all clinical nursing areas, these learn- 
ing experiences to be under the 
guidance of qualified faculty mem- 
bers. 

Advanced Professional Nursing 
Education. Advanced programs in 
professional nursing should be an 
integral part of a university, either 
public or private, and should be built 
upon a basic collegiate nursing edu- 
cation. 

Administration and Control of Edu- 
cational Programs for Professional 
Nursing. Programs of nursing educa- 
tion should be administered and con- 
trolled by a_ university or other 
similar degree-granting educational 
institution with appropriate contrac- 
tual arrangements with service agen- 
cies and other educational agencies 
for nursing practice. These programs 
should be the responsibility of the 
appropriate administrative officer who 
should be a professional nurse. 

It is recognized that a majority of 
the schools of nursing in the country 
are now controlled and administered 
by hospitals. It is anticipated that 
this situation will change as those 
schools with adequate faculty and 
clinical facilities take steps to enrich 
their programs, to reorganize them, 
and to seek university or college sup- 
port for their administration and con- 
trol. All programs in nursing within 
universities should be established on 
the same basis as other professional 
programs within the university. 

Practical Nursing Education. Edu- 
cation of practical nurses should be 
a part of an adult education program 
and should be an integral part of an 
educational institution, public or pri- 
vate. 

Administration and Control of Edu- 
cational Programs for Practical Nurs- 
ing. Programs for practical nursing 
education should be administered and 
controlled by an educational institu- 
tion with appropriate contractual ar- 
rangements with service-agencies for 
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nursing practice. These programs 
should be the responsibility of the 
professional nurse. 

Education of professional nurses 
and education of practical nurses may 
be carried on in the same educational 
institutions. Wherever two such cur- 
ricula are set up in the same in- 
stitution, provision for an adequate 
number and differentiation in func- 
tion of qualified faculty members 
should be made. Adequate practice 
fields for both curricula should also 
be provided. 

Financial Support for Nursing Edu- 
cation. As the education of citizens is 
a public responsibility, money from 
public and private sources should 
support nursing education. Funds 
should be made available for the de- 
velopment of instructional facilities, 
scholarships, and research. 

Approval. All schools and programs 
of education in nursing (advanced 
professional, basic professional, and 
practical nursing) should be approved 
by appropriate state, regional and 
national approving agencies. 


Streamlined Organizations 


At the recent San Francisco con- 
vention of the American Nurses 
Association, the house of delegates 
voted to support the action on re- 
organization taken earlier by the 
joint board of the six national 
nursing groups. 

Resulting from a study of or- 
ganizational structure, made over 
a period of several years, two re- 
organizational proposals have been 
considered, a one-organization 
plan and a two-organization plan. 
The latter was favored overwhelm- 
ingly at the nurses association con- 
vention. 

Reorganization carried out in 
accordance with the two-organiza- 
tion plan would result in the form- 
ation of two groups, one a profes- 
sional organization, the other a 
service and education group. The 
first would retain the name, Amer- 
ican Nurses Association. Local sec- 
tions of the association would rep- 
resent the specialized interests of 
members in the various branches 
of nursing, such as_ industrial 
nursing and public health nursing. 

A second group, at the present 
time called the Nursing League of 
America, would be open to non- 
professional persons as well as 
qualified nurses. Lay members, 
however, would be limited to one- 
third of the total membership. 

The two groups would have a 
joint subsidiary corporation, ten- 
tatively called the Joint Board. A 
joint board of the six organiza- 
tions has been functioning for some 
time to facilitate reorganization 
procedures. 

The six groups concerned in the 
structural reorganization now are 


polling their members and coii- 
sidering what legal steps would be 
involved in reorganization. This 
information will be presented io 
the January 1951 board meetings, 
after which more definite action 
may be taken. 

In addition to the American 
Nurses Association, the two new 
groups would represent members 
of the National Association of Col- 
ored Graduate Nurses, the Ameri- 
ean Association of Industrial 
Nurses, the Association of Collegi- 
ate Schools of Nursing, the Na- 
tional League of Nursing Educa- 
tion and the National Organiza- 
tion for Public Health Nursing. 


Mary Roberts Fellowship 

A recent announcement by the 
board of directors of the American 
Journal of Nursing told of the es- 
tablishment of the Mary M. Rob- 
erts’ Fellowship, named in honor 
of the recently retired editor of the 
journal. 

The competitive fellowship will 
be used to assist a qualified pro- 
fessional nurse receive training in 
the technical aspects of writing 
about nursing and nursing educa- 
tion. Awards will be made on the 
basis of general professional qual- 
ifications of the candidate, her in- 
terest and facility in writing, and a 
specially prepared manuscript on a 
subject pertaining to nursing. The 
amount of the award will range 
from $2,500 to $4,000. 


Applaud Training Program 

Representatives of four civic or- 
ganizations in St. Louis recently 
received the community service 
award of the Greater St. Louis Hos- 
pital Council for the greatest con- 
tribution to community health. 

Sharing honors for their work in 
establishing the practical nurse 
training program under the board 
of Education were the Better Busi- 
ness Bureau, Hospital Division of 
the City of St. Louis, the Practical 
Nurse Committee of the St. Louis 
Council on Community Nursing, 
and the St. Louis Board of Educa- 
tion. 

The tuition-free one-year course 
in practical nursing was started in 
September 1948 by the board of 
education under the supervision of 
two vocational high schools. After 
four months of theory, students 
spend the remainder of the course 
in hospital practice at City Hospl- 
tal. Residents of the city, between 
the ages of 18 and 50 with eighth 
grade education can enroll in the 
program. 
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College Staff Member 

Avery M. Millard, Washington, 
D. C., has been appointed to the 
staff of the American College of 
Hospital Administrators, head- 
quartered in Chicago, as assistant 
executive secretary. He will work 
with Executive 
Secretary Dean 
Conley. Mr. 
Millard suc- 
ceeds George S. 
Buis who be- 
came director of 
the Yale Uni- 
versity course 
in hospital ad- 
ministration on 
July 1. 

The new as- 
sistant director 
isa 1946 gradu- 
ate of the course in hospital ad- 
ministration at the University of 
Chicago. Mr. Millard was an ad- 
ministrative resident in St. Luke’s 
Hospital, New York City,, under 
the late Dr. Claude W. Munger. 
Immediately prior to his appoint- 
ment at the college, he was assist- 
ant superintendent. at the new 
George Washington University 
Hospital, Washington, D. C. 

Among his duties at the college, 
Mr. Millard will assist in the di- 
rection of institutes for hospital 
administrators which are spon- 
sored by the college in cooperation 
with various universities. Two in- 
stitutes are scheduled for this fall, 
the first to be held at the Univer- 
sity of Chicago, Sept. 5-15. The 
second institute will be at Baylor 
University, Dallas, Texas, from 
Oct. 30 to Nov. 4. 


Maternity and Infant Care 

Four institutes on maternity 
Service and infant care were held 
in Michigan during June under the 
sponsorship of the Michigan Hos- 
pital Association with the coopera- 
tion of the Michigan Department 
of Health. Particular emphasis 
during the meeting was placed on 
infant diarrhea and the control of 
infection in nurseries. 

All persons in hospital work 
were invited to attend the two-day 
institutes held in Marquette, Trav- 
erse City, Grand Rapids and De- 
troit. General subjects for discus- 
sion included parent education, 
Modern maternity care, infant 
diarihea, responsibilities for _ the 
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control of infection in the nursery, 
and human relations and hospital 
job instructor training. 

After each institute a luncheon 
and organizational meeting of 
women’s hospital auxiliaries mem- 
bers was held. 


Field Accountant 

An experienced accountant, 
Thomas M. Higgins, has joined the 
staff of the Council of Rochester 
(N. Y.) Regional Hospitals, Inc., to 
fill the newly created position of 
field accountant. His services will 
be available to any member hos- 
pital, and, in addition, he will as- 
sist hospitals in adopting the 
uniform accounting and reporting 
program of the council. 

Mr. Higgins is a graduate of the 
University of Notre Dame. He has 
had industrial as well as hospital 
accounting experience. 


Louisiana 

The Louisiana Hospital Associa- 
tion, meeting June 30-July 1 in 
Shreveport, elected officers for the 
coming year. President of the as- 
sociation is W. E. B. Lockridge, 
D.D., administrator of Baton Rouge 
General Hospital. 

Other offieers are: President- 
elect, Joseph W. Hinsley, assistant 
director of the Touro Infirmary, 
New Orleans, and secretary-treas- 
urer, Jesse H. Bankston, director of 
the State Hospital Board, Baton 
Rouge. 


Maine 


The problem of maintaining good 
patient care and, at the same time, 
closing the gap between hospital 
income and expenditures was dis- 
cussed at length by speakers at- 
tending the annual meeting of the 
Maine Hospital Association in Bel- 
grade Lakes June 28-29. 

A three-point solution suggested 
by Albert V. Whitehall, director 
of the Washington Service Bureau 
of the American Hospital Associa- 
tion, consisted of: Continuation and 
expansion of prepaid medical in- 
surance plans; assumption by local, 
state and federal governments of 
the hospital expenses of the med- 
ically indigent, and continuation of 
grants in aid for hospital construc- 
tion work in areas where it is 
needed. 

Regional cooperation was urged 
as an immediate solution to many 
problems of hospital operation by 
Dr. Brooks Ryder, administrator of 
the Bingham Associates Fund, Bos- 
ton. He. gave as an example the 
plan of Madigan Memorial Hos- 
pital, Houlton, which sends its 
student nurses to Sisters Hospital, 
Waterville, to use the pre-clinical 
classroom facilities in the latter 
institution. 

Officers who were re-elected for 
another term were: President, 
Pearl R. Fisher, administrator of 
Thayer Hospital, Waterville; vice 
president, Helen Goodwin, admin- 


PRESIDENTS of the three state organizations comprising the Middle Atlantic Hospital Assem- 
bly visit with a retiring president. From left, they are Anthony W. Eckert, director of 
the Perth Amboy General Hospital and president of the New Jersey Hospital Association; 
Moir P. Tanner, director, Children's Hospital of Buffalo, retiring president of the Mid- 
dle Atlantic Hospital Assembly; Alma M. Troxell, superintendent of Oil City Hospital 
and president of the Pennsylvania Hospital Association, and Carl P. Wright Jr., superin- 
tendent of St. Luke's Hospital, Utica, and president, New York State Hospital Association. 
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THE INSURANCE committe of the Indiana Hospital Association is one of the most active 
in the country. Committee members, pictured above at the state meeting in Indianapolis 
during May, are (from left): Crayton E. Mann, administrator, Welborn Memorial Baptist 


Hospital, Evansville; Frank G. Sheffler, administrator of Reid 


Memorial Hospital, Rich- 


mond; Sister Mary Reginald, administrator of Mount Mercy Hospital and Sanitarium, Dyer; 
and Wilbur C. McLin, assistant superintendent, Methodist Hospital, Indianapolis. At the 
right is L. P. Goudy, secretary of the Council on Administrative Practice, American Hos- 
pital Association. Absent was E. C. Moeller, administrator, Lutheran Hospital, Fort Wayne. 


istrator of Rumford Community 
Hospital; secretary, Lawrence M. 
MacDougall, assistant director of 
Eastern Maine General Hospital, 
Bangor, and treasurer, Dana S. 
Thompson, comptroller of Central 
Maine General Hospital, Lewiston. 

The delegate to the American 
Hospital Association is Mr. Thomp- 
son, the treasurer. 


New Hampshire 


At the semiannual meeting of 
the New Hampshire Hospital As- 
sociation held June 7th and 8th at 
Wolfeboro, officers were elected 
and a state auxiliary formed in 
affiliation with the state hospital 
association. 

Officers for the coming year will 
be: President, Alice Grant, super- 
intendent of Memorial Hospital, 
North Conway; vice _ president, 
William L. Wilson, administrator of 
Mary Hitchcock Hospital, Hanover; 
treasurer, Dorothea Rice, superin- 
tendent of Elliot Community Hos- 
pital, Keene, and secretary, Rus- 
sell S. Spaulding, director of New 
Hampshire- Vermont Hospitaliza- 
tion Service, Concord, who was re- 
elected to the position. 

The newly formed state auxili- 
ary, affiliated with the New Hamp- 
shire association, is headed by Mrs. 
Gordon E. Marble, president of 
Sceva Speare Memorial Hospital 
Auxiliary, Plymouth. 


Tennessee 


At the annual convention of the 
Tennessee Hospital Association 
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held in Knoxville June 1-2, Dr. A. 
F. Branton, administrator of the 
Baroness Erlanger Hospital, Chat- 
tanooga, was installed as president. 

James M. Crews, administrator 
of Methodist Hospital, Knoxville, 
was named president-elect of the 
state association. Mr. Crews is also 
president of the Southeastern Hos- 
pital Conference. Sister Annunci- 
ata, administrator of St. Mary’s 
Hospital, Knoxville, was elected 
first vice president. 

Second vice president of the as- 
sociation for the coming year is 
R. G. Ramsay Jr., assistant super- 
intendent of Gartly-Ramsay Hos- 
pital in Knoxville. Other officers 
include the treasurer, J. H. Tal- 
madge, Fort Sanders Hospital, 
Knoxville, and secretary, Robert 
M. Murphy, administrator of Mid- 
State Baptist Hospital, Nashville. 

The delegate to the American 
Hospital Association is Henry Mil- 
ler, administrator of. Hubbard Hos- 
pital, Nashville. 

The first convention of the newly 
organized state association of med- 
ical record librarians met concur- 
rently with the hospital association 
meeting. 


Planning Agencies 


On the Sunday preceding the 
start of the Association’s 1950 con- 
vention, the Association of Hospi- 
tal Planning Agencies will hold 
discussion meetings at the Dennis 
Hotel in Atlantic City. The organ- 
ization is made up of directors of 
state agencies administering Pub- 


lic Law 725, the Hill-Burton Act. 

The day-long symposium sched- 
uled for Sept. 17, is on hospital 
licensing — survey and construc- 
tion. Acting as symposium consul- 
tants will be representatives of 
the American Medical Associa- 
tion, American Public Health As- 
sociation, American Institute of 
Architects, American College of 
Surgeons and American Hospital 
Association. 


Surgeons Congress 


The thirty-sixth clinical con- 
gress of the American College of 
Surgeons will be held this year in 
Boston, Oct. 23-27. Part of the 
program will be color television of 
surgical procedures relayed from 
Massachusetts General Hospital to 
Mechanics Hall. 

Among other features of the 
program will be the twenty-ninth 
annual hospital standardization 
conference of the college. 

Dr. Henry W. Cave of New York 
City will be installed as president 
of the college. Dr. Warren H. Cole, 
Chicago, and: Dr. G. Gavin Miller, 
Montreal, will become the first and 
second vice presidents. 


Southeastern 


R. G. Ramsay Jr., assistant su- 
perintendent of Gartly-Ramsay 
Hospital, Memphis, has been se- 
lected as the new executive secre- 
tary and treasurer of the South- 
eastern Hospital Conference. Mr. 
Ramsay succeeds L. H. Gunter, 
formerly assistant manager of the 
Veterans Administration Hospital 
in Montgomery, Ala., who has been 
transferred to Houston, Texas. 

In addition to his office with the 
regional group, Mr. Ramsay is sec- 
ond vice president of the Tennes- 
see Hospital Association. 


Dietetic Association 


On July 1, Ruth M. Yakel took 
over the position of executive sec- 
retary of the American Dietetic 
Association, with headquarters in 
Chicago. Miss Yakel, a professional 
dietitian, has been affiliated with 
the Indiana University Medical 
Center at Indianapolis as thera- 
peutic dietitian and assistant di- 
rector of the dietary department. 


New Address 


A new office was occupied by 
the Massachusetts Hospital Asso- 
ciation in June when it moved 
into the Mason Memorial Build- 
ing, 14 Somerset Street, Boston 8. 
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Double Number of Beds 


A $10,000,000 building program 
now under way in Canton, Ohio, 
will double the number of hospi- 
tal beds available to residents of 
the city and surrounding area. The 
total number of beds now exist- 
ing for patients in Stark, Wayne 
and Tuscarawas counties is 902. 
Additions and improvements to 
present facilities will bring the fig- 
ure to more than 1,800, not count- 
ing a 700-bed state hospital in a 
neighboring community which 
was completed last fall. 

Among the larger expansion 
programs will be those at Mercy 
and Aultman hospitals in Canton. 
A $2,000,000 fund-raising cam- 
paign conducted by Aultman Hos- 
pital already has been oversub- 
scribed by $27,000. Director Rob- 
ert W. Bachmeyer has announced 
that construction of a new six- 
story wing, to begin late this sum- 
mer, will add 211 beds and pro- 
vide space for new pediatric and 
psychiatric wards. 

Mercy Hospital is planning to 
convert an old home-into a hospi- 
tal and to build an addition cost- 
ing $2,250,000 which will increase 
the present capacity by 200 beds. 
Sister Mary Elva is administrator 
of Mercy Hospital. 


Detroit's Hospital Plan 


A $47,100,000 building program 
has been started in Detroit to make 
that city a leading medical center 
of the country. As part of the city- 
wide building program, which will 
provide 2,000 additional beds, the 
Greater Detroit Hospital Fund was 
formed two years ago to unify the 
building programs of 15 hospitals. 
Three-fourths of the fund’s $20,- 
000,000 goal already has been 
raised through federated efforts. 

Four new hospitals, Jewish, St. 
John, Oakland and Oakwood, will 
be constructed with the financial 
help of the fund. Additions to 10 
hospitals will be built also with 
financial aid of the fund. The or- 
ganized hospitals have contributed 
$8,000,000 from private sources to 
the building and expansion pro- 
gram. 

In addition to the construction 
Plans of the hospital fund, the Ford 
Foundation has earmarked $13,- 
600,000 for a 17-story addition to 
Henry Ford Hospital. The city has 
set aside another $2,000,000 to con- 


AUGUST 1950, VOL. 24 


struct an annex to Receiving Hos- 
pital, and other hospitals in the 
Detroit area are planning their own 
construction programs. 


Three-Year Program 


In the three years between July 
1, 1947 and June 30, 1950, the 
North Carolina Medical Care 
Commission approved 47 local gen- 
eral hospital projects representing 
an addition of 2,866 new beds in 
the state. Of the approved proj- 
ects, 31 are for new hospitals and 
16 for expansions. Three projects 
will not provide additional beds. 

A statistical breakdown accord- 
ing to size of facility being built 
shows that 86 per cent of the new 
beds are provided in 28 hospitals 
of 50 beds or more. Sixteen of the 
hospitals are in the 100-bed cate- 
gory and will provide 1,858, or 
64.8 per cent, of the new beds. 
Twelve local hospitals in the 20- 
bed group will add 9.1 per cent of 
the new beds, and 4 hospitals in 
the 35-bed category add 4.8 per 
cent. 

As reported in the official state 
plans of the Hill-Burton Act in 
October 1948, North Carolina was 
in need of an additional 9,488 gen- 
eral beds. Completion of the 47 
projects approved by the state’s 
medical care commission will rep- 
resent the addition of 30.2 per 
cent of the total general care beds 
needed in the state. 


Ransom Memorial 


The new Kennestone Hospital 
in Marietta, Ga., was dedicated in 
May, and at the same time officials 
announted that the clinical lab- 
oratory would be named in honor 
of the late John E. Ransom. Mr. 
Ramson’s death preceded the dedi- 
cation ceremonies by two days. As 
director of hospital services for the 
Georgia State Health Department, 
Mr. Ransom was prominent in the 
health field and one of the leaders 
in planning for Kennestone Hos- 
pital, a 105-bed city institution. 


Atomic Cancer Hospital 


Adjoining the Nathan Goldblatt 
Memorial Hospital on the Univer- 
sity of Chicago campus will be the 
Argonne Cancer Research Hospital, 
construction of which was started 
recently. Research in the newest 
building will be limited to the 


study of radioisotopes in connec- 
tion with cancer and its treatment. 

Unique features have been in- 
corporated into plans for the atom- 
ic cancer hospital, the first to be 
constructed for radioisotope re- 
search. Equipment to be installed 
under ground includes a small 
betatron, a high voltage atom 
smashing machine and a Van de 
Graff linear accelerator. 

A cobalt room and “hot” stor- 
age room, the latter with walls one 
to three feet thick, will likewise 
be placed underground. Three sew- 
age disposal systems will handle 
waste materials containing vary- 
ing amounts of radioactive ele- 
ments. 

Six stories high, the hospital will 
have beds for 50 patients on only 
two floors. On other floors will be 
electronic and radiology shops, 
laboratories and offices. 

Occupancy of the Argonne Can- 
cer Research Hospital is planned 
for late next year. It will be the 
seventh hospital in the university’s 
medical research center and is 
costing $3,500,000 to construct. 


Special Equipment 


Recently developed scientific 
equipment will be used in Chica- 
go’s first cancer research hospital, 
the Nathan Goldblatt Memorial of 
the University of Chicago. Formal 
dedication of the building took 
place on June 15. 

Scientists from 13 departments 
of the university, including mem- 
bers of the Institute for Nuclear 
Studies, are on the research team 
headed by Dr. Charles B. Huggins. 

Among special equipment used 
in the hospital will be the 450-mil- 
lion-volt synchrocyclotron to be 
completed late this year for the 
Institute for Nuclear Studies. Col- 
ored television cameras and two- 
way microphones connect the main 
operating room with the confer- 
ence room. 

Patients awaiting anesthesia have 
their choice of three types of music 
to calm anxieties while in the 
preparation room adjacent to the 
operation room.: Specially devel- 
oped beds, designed by the medical 
center, are adjusted electrically to 
any height desired. 

About half the seven-story 
building is devoted to laboratories. 
Two patient floors have a bed ca- 
pacity of 52, and an additional floor 
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is used for outpatients. One of the 
many laboratories is a cold room 
for special chemical and enzyme 
studies. In the basement are air- 
conditioned animal quarters for 
research use. 


Successful Fund Drives 


News has been received of sev- 
eral recent successful fund-raising 
drives. Construction of new hospi- 
tals or expansion of existing facili- 
ties in each case is scheduled to 
begin in the near future. 

Rochester, N. Y.—Five voluntary 
hospitals will be expanded and a 
new one built with the funds re- 
ceived from a recent federated 
drive for a $6,940,000 goal which 
was oversubscribed by $40,000. As 
a result of the building program, 
the people of Monroe County will 
have more than 2,000 general care 
beds available. 

Harrisburg, Pa.—Harrisburg and 
Polyclinic hospitals both are in 
the building stage of their expan- 
sion programs. A joint building 
fund campaign for $1,500,000 early 
this year was oversubscribed by 
$31,000, and this amount, together 
with a federal grant and the money 
received from another successful 
fund drive conducted two years 
ago, will finance the building pro- 
gram. An 11-story patients’ pavil- 
ion is being added to Harrisburg 
Hospital, where W. S. Kohlhaas is 
superintendent. Polyclinic Hospi- 
tal is adding two four-story “V” 
shaped wings. J. Lincoln MacFar- 
land, is administrator. 

Summit, N. J.— Two six story 
wings and expansions in all de- 
partments at Overlook Hospital 
will be financed by a fund drive 
which recently was completed with 
public subscriptions amounting to 
$1,205,000. A. W. Smith is director 
of the hospital. Patient beds will 
be doubled as a result of the ex- 
pansion with facilities available 
for the care of 287 people. 

Providence, R. I|.—Roger Williams 
General Hospital, directed by Carl 
A. Lindblad, has successfully 
raised funds to enlarge the hospi- 
tal to accommodate 205 adult and 
child patients instead of the pres- 
ent 162. A recent fund-raising 
drive was oversubscribed to total 
more than $662,000. 

Manchester, Conn.—The third 
fund-raising drive conducted by 
Manchester Memorial Hospital in 
the last 10 years has resulted in 
$355,000 to be applied toward an 
enlargement program. Sixty-one 
beds will be added and new diag- 
nostic and treatment divisions es- 
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tablished. Superintendent of the 
hospital is William P. Slover. 


Dayton, Ohio — A recently con- 
cluded fund campaign at Miami 
Valley Hospital exceeded its goal 
of $2,275,000 by nearly $400,000. 
This, plus the money received 
from a drive conducted in the early 
days of the war, will finance the 
construction of an eight-floor 450- 
bed building, making a total ca- 
pacity of 600 beds. A complete 
surgery department, outpatient de- 
partment and other major services 
will be part of the new building. 
Dr. Frank C. Sutton is director. 


Dunkirk, N. Y.—A $225,000 fund- 
raising campaign for Brooks Me- 
morial Hospital exceeded its goal 
by more than $25,000, according 
to L. William Coon, superintend- 
ent. The building-expansion pro- 


gram will result in the construction 
of a three-floor wing and the ad- 
dition of a new floor in another 
wing. Bed capacity will be in- 
creased from 115 beds to 150 beds. 


New Campus Building 


Construction of a medical re- 
search building has been approved 
by the board of trustees of Emory 
University, Georgia. Ground-clear- 
ing operations already have been 
started on the $1,500,000 building. 

The present plans call for two 
wings of six and eight stories, al- 
though only seven of the total 14 
floors will be: completed in the 
initial building program. A cancer 
research unit will be housed on 
the first floor of the building. On 
other floors there will be depart- 
ments of medicine, surgery, path- 
ology and radiology. 
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New Jersey Payment Plan 

Last month, New Jersey became 
the first state to establish a state- 
wide direct payment plan for hos- 
pital bills of individuals and fam- 
ilies covered under group contracts 
of private insurance companies. 
Known as the New Jersey Hospi- 
tal Admissions Plan, the new ar- 
rangement was announced jointly 
by the New Jersey Hospital Asso- 
ciation and the Health Insurance 
Council. ; 

The plan in effect in New Jersey 
is similar to plans introduced pre- 
viously in Milwaukee and St. Lou- 
is. Slightly different arrangements 
for direct payment to hospitals by 
private insurance companies have 
been operating in Chicago and the 
Greater New York City area. 

One of the principal elements of 
the New Jersey plan is the hospital 
admission certificate which was 
prepared by insured employers, 
unions and associations. The certi- 
ficate is given to prospective pa- 
tients and identifies both the pa- 
tient and the type of coverage 
which he has. On the reverse side 
of the certificate is the uniform 
claim form by which the patient 
authorizes the hospital to receive 
direct payment from the insurance 
company. 

Hospital participation in the plan 
is voluntary. About 90 per cent of 
the New Jersey Hospital Associa- 
tion members have enrolled. 


Edson P. Lichty Dies 

Edson P. Lichty, 49, executive 
director of both the Chicago Blue 
Cross Plan for Hospital Care and 

the Chicago 

Medical Serv- 

ice, died sud- 

denly on July 

26 of a_ heart 

attack. Enroute 

from Chicago 

to Rhinelander, 

Wis., where his 

family was va- 

cationing, Mr. 

Lichty became 

ill, collapsed in 

Edson P. Lichty his automobile 

and was taken 

to the Rhinelander Hospital where 
he was pronounced dead. 

A veteran of the Blue Cross 
movement, Mr. Lichty became ex- 
ecutive director of the Chicago 
Plan on July 1, 1946. In January 
1948, when the Chicago Blue Shield 
plan was started, he became ex- 
ecutive director of that in addition 
to his Blue Cross work. 


Inter-Plan Bank 

During the first six months of 
1950, the Inter-Plan Service Bene- 
fit Bank paid hospitals a total of 
$4,177,063.31 for care rendered to 
Blue Cross patients who were hos- 
pitalized away from their own plan 
area. This payment covered 46,867 
cases, or 352,850.2 days of care. 
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A total of 64 plans were partici- 
pating in the bank on July 1, 1950. 
The Alton, Ill., Blue Cross plan, 
which had been a bank participant, 
merged recently with the St. Louis 
plan. 


Discussions in Illinois 


Late in July a group of repre- 
sentatives from the Blue Cross 
Commission, American Hospital 
Association, Illinois Hospital Asso- 
ciation and four Blue Cross plans 
operating in Illinois held a plan- 
ning meeting for a future confer- 
ence of Blue Cross and hospital 
representatives. The conference 
was on the general subject of hos- 
pital-plan relationship problems. 
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AVERAGE LENGTH OF STAY 
REPORTED TO THE BLUE CROSS COMMISSION 
































ADMISSION-STAY 


The average inpatient admission 
rate for Blue Cross plan patients in 
May showed an increase over the 
rates for April 1950 and May 1949. 
The rate for May 1950 was 132 per 
thousand members.- A year ago in 
May 1949, the rate was considerably 
lower, 126 admissions per thousand 
members, and closer to the inpatient 
admission rate for April 1950 which 
Was 124 per thousand. 

The average length of stay for 
April 1950 decreased as compared 
with the rates for March of this year 
and April 1949. The April 1950 rate 
Was 7.60 days, a decrease of .18 over 
the March rate of 7.87 days. The ave- 
Tage length of stay in April 1949 was 
7.72 days. 

The hospital days care (annual 
basis) for April 1950 was 940 per 
thousand Blue Cross plan members. 
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New Action on Hess Report 


Action on the much discussed 
Hess Report on hospitals and the 
practice of medicine and political 
rumblings about immediate defeat 
for the administration’s compul- 
sory health program were headline 
material at the 99th annual meet- 
ing of the American Medical As- 
sociation. Held in San Francisco 
June 26-30, the meeting also re- 
vealed the scientific advances that 
have been made in medicine dur- 
ing the past 12 months, as reported 
by several hundred specialists and 
physicians engaged in research. 

The association’s house of dele- 
gates, in accepting a revised ver- 
sion of the Hess Report, stated its 
opposition to the inclusion of med- 
ical services in hospital charges to 
the patient. Although less bombas- 
tic than the original report, adopt- 
ed a year ago, the resolution passed 
in San Francisco indicates that the 
medical association remains op- 
posed to hospitals’ charging their 
patients for such services as x- 
rays, anesthesia, pathology and 
physical therapy. 

Inclusion of these services in 
voluntary health service plans also 
was attacked. The practice of med- 
icine in any way, according to the 
association, belongs not in the field 
of hospital care but rather should 
be considered professional service. 
As such, the patient should make 
payments directly to the physician, 
not to the hospital. 

The text of the report, as adopt- 
ed at the San Francisco convention, 
follows this write-up. 

Approval was given by the 
house of delegates to the associa- 
tion’s $1,100,000 newspaper and 
radio campaign, scheduled for Oc- 
tober, which will blanket the na- 
tion’s population with the medical 
association’s answer to compulsory 
health. The answer will be two- 
fold: (1) It is aimed at bringing 
the question of administration-pro- 
posed health measures to a con- 
gressional vote as soon as possible. 
The association is assured that a 
vote would quash the idea for some 
time to come. (2) The ad campaign 
is intended to boost voluntary 
health insurance plans, their ac- 
complishments to date and possi- 
bilities for the future. 

For the first time in association 


DR. HENDERSON DR. CLINE 


history, the presidential inaugural 
ceremony was broadcast over a na- 
tion-wide radio network. Dr. Ei- 
mer L. Henderson of Louisville 
was installed, succeeding Dr. Er- 
nest E. Irons. The president-elect 
of the medical association is Dr. 
John W. Cline of San Francisco, 
who will take office at the 100th 
annual meeting of the organiza- 
tion, to be held next year in Chi- 
cago. Dr. Cline was president of the 
California Medical Association in 
1947-48. 


Amended Report of the Committee 
on Hospitals and the Practice 
of Medicine* 

In June 1949, the House of Dele- 
gates approved a report as revised by 
the Reference Committee, submitted 
by the Committee on Hospitals and 
the Practice of Medicine. Subsequent 
to this meeting and after receiving a 
legal opinion from the Association’s 
general counsel, the Board of Trus- 
tees referred the entire report back 
to the House with specific recommen- 
dations concerning certain portions of 
the report. 

In December 1949, the House of 
Delegates approved the following 
resolution in regard to this report: 

“ ,.. that in the interests of maintain- 
ing high professional standards and pro- 
tecting the public health, the House of 
Delegates reaffirms the philosophy under- 
lying and the principles enunciated in the 
Hess Committee report, and that in view 
of the possible legal technicalities, the ac- 
tivation of the Hess Committee report be 
deferred until after the next meeting of 
the House of Delegates and that between 
this and the next meeting of the House of 
Delegates the original report be re-referred 
to the original committee or reasonable 
facsimile thereof and that the committee 
be instructed to consider ways and means 
of activating the original report in accord- 
ance with the principles expressed therein 
and in accordance with legal considera- 
tions which must be present.” 


In view of this resolution of the 
House of Delegates, the Correlating 
Committee on Extension of Hospitals 
and Other Facilities of the Council 
on Medical Service eonsisting of the 

*Reprinted from the July 22, 1950, issue 


of the Journal of the American Medical 
Association. 
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original members of the Committee 
on Hospitals and the Practice of Med- 
icine plus two additional members 
appointed by the Council has under- 
taken to restudy the problem and re- 
write the report in such manner as to 
meet the directives of the House of 
Delegates. 

In addition to studying the orig- 
inal report, the Committee requested 
expressions of opinion on the part of 
the various specialty groups and of 
the various hospital associations and 
also granted them permission to have 
representatives appear before the 
Committee if they so desired. 

The Committee wishes to report 
again that so far as it can determine, 
on the basis of a study made by the 
Bureau of Legal Medicine and Legis- 
lation of the American Medical Asso- 
ciation, as a matter of law the cor- 
porate practice of medicine is illegal 
in most states. In almost all instances 
the classic example given by the 
courts of the type of corporate prac- 
tice of a profession that is illegal is 
the instance in which a corporation 
hires a professional man and then 
sells his services to the public on a 
fee basis for the profit of the corpor- 
ation. Such exceptions as there are 
refer to statutory legislation in sev- 
eral states permitting certain modifi- 
cations of this general law. It must 
also be remembered that fee split- 
ting with a corporation is just as un- 
ethical as fee splitting with another 
physician. 

In addition to being guided by the 
laws of the various states, physicians 
in their relationships with hospitals 
must be guided by the Principles of 
Medical Ethics of the American Med- 
ical Association. 

[Deleted here, sections of the prin- 
ciples bearing on these relationships; 
also a quotation from the Constitu- 
tion and By-Laws outlining duties of 
the Judicial Council.] 

If and when a physician is found 
to be unethical by the proper author- 
ities as established through channels 
specified in the Constitution and By- 
Laws, and he is still retained on the 
staff of any hospital approved for 
resident or intern training by the 
Council on Medical Education and 
Hospitals, it shall be the duty of the 
Judicial Council to request the Coun- 
cil on Medical Education and Hospi- 
tals to show cause as to why that 
Council should not remove such hos- 
pital from the approved list under 
the assumption that the hospital is 
just as unfit for the training of young 
physicians for unethical reasons as 
it is unfit because it may not or does 
not have proper filing systems for its 
laboratory or clinical records. 

Another matter which the Com- 
mittee believes pertinent as regards 
the problem of physician-hospital re- 
lationships is the set of principles 
prepared by the Council on Profes- 
sional Practice of the American Hos- 
pital Association (Robin C. Buerki, 
M.D., Chairman) and approved in 
1946 by the Board of Trustees of the 
American Hospital Association, the 
American College of Surgeons, rep- 
resentatives of the various specialty 
groups (anesthesiology, radiology, 
and pathology), and the Council on 
Medical Education and Hospitals of 
the American Medical Association. 
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These Principles of Relationship 
Between Hospitals, Radiologists, An- 
esthetists and Pathologists emphasize 
that the primary obligation of both 
physicians and hospitals is to serve 
the best interest of the patients. This 
the Committee believes leads to a 
fundamental principle that the deci- 
sion as to the ethical or unethical 
nature of practice must be based on 
the ultimate effect for good or ill on 
the public as a whole. These prin- 
ciples also recognized the basic fact 
that all of the various questions in- 
volved in the relationship between 
physicians and hospitals, both legal 
and ethical, must be considered in the 
first instance at the local level be- 
cause of the various. differences 
which of necessity exist in the many 
sections of the country. Again, the 
Committee believes that this gives us 
another fundamental principle, that, 
consonant with established principles 
of medical ethics, local conditions 
must decide the various arrange- 
ments and conditions of practice in 
reference to both hospital facilities 
and medical personnel and their re- 
lationships. 

One of the factors that have ag- 
gravated physician-hospital relation- 
ships is the inclusion of medical serv- 
ices in the contracts of voluntary 
hospital service plans. The medical 
profession is fostering voluntary 
health insurance, and we believe that 
nothing should be done to disturb 
this very important and essential pro- 
gram. However, the American Med- 
ical Association has reaffirmed many 
times through its then Bureau of 
Medical Economics, its Judicial Coun- 
cil, and the House of Delegates the 
principle that hospital service plans 
should exclude all medical services, 
and the contract provisions of such 
plans should be limited exclusively 
to hospital services. At the same 
time, so that there would be no mis- 
understanding as to which services 
should or should not be included, the 
House of Delegates has stated that 
“. . . if hospital service is limited to 
include only hospital room accommo- 
dations, such as bed, board, operating 
room, medicines, surgical dressings 
and general nursing care, the distinc- 
tion between hospital service and 
medical service will be clear.” Fur- 
thermore, past actions of the House 
of Delegates give the Committee ev- 
ery reason to reiterate that radiology, 
anesthesiology, pathology and physi- 
atry constitute the practice of medi- 
cine. 

In order to initiate a method for 
remedying this situation, it is recom- 
mended that Blue Shield and Blue 
Cross be requested to cooperate to 
the extent of writing all new con- 
tracts in such a manner that Blue 
Shield will cover insurable medical 
services and Blue Cross will cover 
insurable hospital services. Your 
Committee believes that the profes- 
sional and hospital authorities and 
the voluntary prepayment plans will 
cooperate in furthering these recom- 
mendations. 

The Committee believes that since 
the physician and hospital are inter- 
dependent, it is incumbent on both 
to be interested in all phases of their 
scientific and financial relationships. 
This means that the professional staff 


of the hospital has very definite re- 
sponsibilities toward not only other 
members of the professional staff, 
whether active or courtesy, but a'so 
toward hospital management. The 
recommendations of the staff con- 
cerning medical matters are usually 
accepted by the management of the 
hospital through its board of man- 
agers or trustees. It must also be 
remembered that to be approved for 
residencies in specialties by the 
American Medical Association and 
the American College of Surgeons, 
certain requirements are mandatory 
to the institution, among them ade- 
quate pathologic and radiologic cov- 
erage. As a rule, the staff of a hos- 
pital elects an executive committee 
or works under an appointed execu- 
tive committee to advise the lay offi- 
cers of the institution on purely pro- 
fessional matters, and recommends 
who may or may not use the institu- 
tion for professional work. Unfortu- 
nately, in many instances, the finan- 
cial problems of the lay hospital 
management have been no affair of 
the staff or of its professional execu- 
tive committee. This is wrong and 
probably the cause of most of the 
differences of opinion between physi- 
cians and hospital management. The 
financial problems of an institution 
in which a physician does his pro- 
fessional work are definitely of im- 
portance to him and to the profes- 
sional staff, and the proper consider- 
ation must be given to these problems 
if the hospital is to work efficiently 
and remain the workshop of the phy- 
sician, and without proper facilities 
the services rendered to the public 
are in jeopardy and these public 
services are the all-important func- 
tion of both hospital and staff. 

Every professional man on the ap- 
pointed staff should have a voice in 
the professional management of the 
institution. The pathologist, roent- 
genolopist, anesthesiologist and phys- 
iatrist, as well as the other profes- 
sional staff members, should have 
equal standing as active members of 
the staff with all the rights and priv- 
ileges pertaining to other members 
of the staff of equal standing. The 
chiefs of these departments should 
be nominated and appointed in the 
same manner as are the chiefs of 
other major departments in the same 
hospital. ; 

The revised Principles of Medical 
Ethics has been written with all of 
these various factors in mind and is 
broad enough to cover all possible 
ethical physician-hospital relation- 
ships. The Constitution and By-Laws 
of the American Medical Association 
distinctly covers methods of proce- 
dure for all persons who have a 
complaint so that they may approach 
the Judicial Council. The functions of 
that Council are specifically deline- 
ated. : 
For the purpose of activating this 
report, the Committee has the follow- 
ing suggestions: 

In the event of a controversy between 
physician and physician, or physician and 
hospital management, on these problems, 
it is recommended that, since local condi- 
tions must be taken into consideration, 
these problems be resolved insofar as p0S- 
sible at the local level. 

The Committee believes that there can 
be no exploitation of the doctor or of the 
hospital if everyone concerned in manage- 
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ment and on the professional staff will 
work together to supply the greatest pos- 
sible good quality medical and hospital 
services to the public. In any given con- 
troversy, every effort should first be made 
to settle the matter at the staff-manage- 
ment level. In case of failure to settle the 
controversy at this level, assistance of the 
county medical society should be request- 
ed. If, then, it cannot be resolved it should 
be submitted to a committee of the state 
medical association for advice and recom- 
mendation. If problems cannot be solved 
at the staff-management level, through the 
county medical society, or through the 
state medical association, the Constitution 
and By-Laws of the American Medical 
Association provides that “. .. the (Judi- 
cial) Council may, at its discretion, inves- 
tigate general professional conditions and 
all matters pertaining to the relations of 
hysicians to one another and to the pub- 
ic, and make such recommendations to 
the House of Delegates or the constituent 
association as it deems necessary.” 


To implement the settlement of 
such controversies, it is recommend- 
ed that each component medical soci- 
ety and each constituent state and 
territorial medical association appoint 
a Committee on Hospital and Profes- 
sional Relations. This committee 
should be available to receive com- 
plaints from any physician, hospital, 
medical organization, or any other 
interested person or group with ref- 
erence to professional or economic 
relations existing between doctors of 
medicine and hospitals. On receipt of 
such complaint by such a committee 
the matter should be investigated and 
acted on in such manner as will best 
effect adjustment of the complaint. 

Your Committee has already com- 
municated with every state in the 
Union requesting that a‘ Committee 
on Hospital and Professional Rela- 
tions be created at the state level to 
assist similar committees at the coun- 
ty society level in solving these dis- 
agreements wherever they arise. 
Many states have already established 
these committees, and they are func- 
tioning. 

Another approach that should not 
be neglected in activating this report 
is that of the local and state hospital 
associations. Most of the states and 
many communities have hospital as- 
sociations providing direct represen- 
tation for the hospitals within their 
areas. It seems reasonable to assume 
that state medical associations and 
component county medical societies 
could well effect liaison with these 
organizations in the settlement of 
problems involving physician rela- 
tionships. 

_ The following principles are addi- 
tional guides to individual physicians, 
county medical societies and state 
medical associations: 

1, A physician should not dispose of his 
professional attainments or services to any 
hospital, corporation or lay body by what- 
ever name called or however organized 
under terms or conditions which permit 
the sale of the services of that physician 
by such agency for a fee. 

2. Where a hospital is not selling the 
Services of a physician, the financial ar- 
Tangement if any between the hospital 
and the physician properly may be placed 
on any mutually satisfactory basis. This 
Tefers to the remuneration of a physician 
for teaching or research or charitable 
Services or the like. Corporations or other 

Y bodies properly may provide such 
Services and employ or otherwise engage 
doctors for those purposes. 

3. The practice of anesthesiology, pathol- 
ogy, physical medicine and radiology are 
an integral part of the practice of medicine 
in the Same category as the practice of 
surgery, internal medicine or any other 
designated field of medicine. 


Finally, in order that progress re- 
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A Fund Raising Organization 
e of Hospital Experts 
e for Hospital Campaigns 


(25 years of successful experience in the hospital field) 


EXAMPLES OF SOME OF OUR 


RECENT CAMPAIGNS 


Annapolis Emergency Hospital June, 1949 
Annapolis, Maryland Population: 13,069 
oh ad New Wing) $350,000 
Rais 
Number of Gifts 
Total Cost (Including both fixed fee and 

all campaign expenses) 





Corning Hospital February, 1949 
Corning, New York Population: 16,212 
Goal (for New Wing) $325,000 
Raised 

Number of Gifts 

Total Cost (Including both fixed fee and 


all campaign expenses) 
* 


*Peninsula General Hospital May, 1949 
Salisbury, Maryland Population: 10,313 
Goal (for New Wing) $350,000 
Raise 
Number of Gifts 
Total Cost (Including both fixed fee and 

all campaign expenses) 


*Our second successful campaign for Peninsula General Hospital. 
* * * 


As this advertisement goes to press we have successfully concluded hos- 
pital campaigns in Minot and Fargo, N. Dak.; Crookston, Minn. and Batavia, 
N. Y. We are also serving Valley City, Jamestown and Bismarck, N. Dak.; St. 
Paul, Minn.; Princeton, Ill. and a third Haney campaign in Sandusky, O. 








When your Board's next fund raising problem arises, your 
first move toward campaign victory will be to request a 
Haney consultation . . . without any obligation or expense. 
Write for complimentary reprint of HOSPITALS article 
"Preliminaries to a Successful Fund Drive.” 
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garding the activation of the report 
may be followed, the Committee sug- 
gests that the House of Delegates 
authorize this Committee to keep 
in touch with the Committees on 
Hospital and Professional Relations 
appointed by the county medical so- 
cieties and the state medical associa- 
tions and report on such progress at 
the next annual meeting. 


ADDENDUM: SUPPLEMENTARY REPORT 
OF THE COMMITTEE ON HOSPITALS AND 
THE PRACTICE OF MEDICINE 


The Committee believes that if the 


following pattern were followed the 
possibility of solving any controversy 
between physician and hospital would 
be greatly improved: 

When a physician believes he has a 
legitimate complaint against hospital 
management, he should first attempt 
to solve the difficulty at the staff 
level. And it is incumbent on the 
medical staff to assist in arriving at 
a fair and proper solution. 

If no solution is reached at this 
level, the physician should appeal to 
the appropriate committee of his 
county medical society for advice and 
assistance. The county medical soci- 
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Here is another new contribution by 
O.E.M. to better oxygen therapy— 
the O.E.M. Mechanaire. This new 
iceless oxygen tent, first to be awarded 
the approval of the Underwriters’ 
Laboratories, is a major contribution 
to the profession, offering features of 
safety, efficiency and economy never 
obtainable before. 

Of major importance to users, the 
O.E.M. Mechanaire coil will not freeze 
up (ice) regardless of humidity or 
weather conditions. Perfectly balanced 
air conditioning prevents deposition 
of moisture on coil with consequent 
icing—permits instant, even thermo- 
static control of temperature, humid- 
ity. No defrosting is necessary. 

The O.E.M. Mechanaire is also 
equipped with the full-bed O.E.M. 
Cleerlite Transparent Permanent Can- 
opy (thickness, 5 mil). It is water- 
proof, will not pit or stipple in oxygen, 
is resistant to air, alcohol, acids—does 
not deteriorate or become brittle. 

The O.E.M. Mechanaire is the light- 
est oxygen tent available today, weigh- 
ing only 160 pounds. It handles easily 
with practically no effort. 

There are still other important fea- 
tures you should know about the 
O.E.M. Mechanaire. Write today for 


our new catalog. 


IORPORATION 


(Oxygen Equipment Mfg. Corp.) 
FITCH ST., EAST NORWALK, CONN. 





ety committee should develop met:- 
ods for contacting hospitals, manage- 
ment and boards, as well as local 
associations representing hospitals, in 
order that all sides of the controversy 
may be understood and personality 
difficulties minimized. 

When a solution seems impossil.le 
through the good offices of the county 
medical society, mechanisms should 
be available for presentation of the 
matter to the state medical associa- 
tion of which the physician is a mem- 
ber. Here again, for the purpose of 
receiving all available facts and opin- 
ion, the state medical association 
should develop liaison with the state 
hospital association. 

To facilitate the consideration and 
mediation of physician-hospital con- 
troversies, specific authorization to 
handle such matters should be given 
to some committee of both county 
and state medical societies. In the 
larger county societies and the state 
associations this function could be 
best carried out through a special 
committee created for just this pur- 
pose. It should be the function of 
such committees to mediate differ- 
ences in the light of the existing state 
laws, the Principles of Medical Eth- 
ics, and the best interests of the 
patients. 

The services of the Correlating 
Committee on Extension of Hospitals 
and Other Facilities of the Council 
on Medical Service, working with a 
similar committee of the American 
Hospital Association, should be avail- 
able to study and assist in solving 
physician-hospital problems which 
seem unsolvable at the local and state 
levels. For formal opinion or adjudi- 
cation, however, the portfolio should 
be presented to the Judicial Council. 

(The recommendation of the ref- 
erence committee that the supple- 
mentary report be referred to the 
Judicial Couneil was approved by the 
House of Delegates.) 


Retirement 


Late in June the board of trus- 
tees of the Duke Endowment an- 
nounced the retirement of Dr. 
Watson S. Rankin as director of 
the hospital and orphan sections 
of the endowment. Dr. Rankin’s 
successor will 
be Marshall 
Pickens who 
has been associ- 
ate director of 
the hospital and 
orphan sections 
and an assistant 
secretary of the 
endowment. 

During the 25 
years that Dr. 
Rankin has been 
associated with 
the endowment, 
more than 20 million dollars have 
been contributed to the hospitals 
and orphanages in North and 
South Carolina which it assists. 
Many services in the field of hos- 


Mr. Pickens 
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pitalization and child care are fur- 
nished by the endowment in addi- 
tion to monetary assistance within 
the two states. ; 

Dr. Rankin was a North Caro- 
lina state health officer from 1909 
to 1925. Prior to his state health 
work, he was professor of pathol- 
ogy at the medical school of Wake 
Forest College. 


Rate Increase in Oregon 


A general rate increase by hos- 
pitals throughout the state of Ore- 
gon went into effect on July 1, 
1950, according to Franklin J. 
Smith, president of the Oregon As- 
sociation of Hospitals and admini- 
strator of the Josephine County 
General Hospital, Grants Pass. 

The increase, ranging from 50 
cents to $1.50, was adopted by 
most hospitals in the state. The 
general ward rates now are be- 
tween $8 and $10.50, plus charges 
for extra services. 

One of the prime reasons for a 
rate increase, in addition to gen- 
erally higher costs, was the insti- 
tution on July 1 of a 40-hour work 
week, replacing the 44-hour week, 
for registered nurses ih the state. 
Salaries remained unchanged with 
the cut in hours. In a few hospitals 
where nurses are continuing the 
44-hour week, they receive addi- 
tional pay for extra hours. 


Workmen's Compensation 


A new ruling on the classification 
of practical nurses for purposes of 
workmen’s compensation insurance 
in the state has been won by the 
Michigan Hospital Association. 

As in most states, workmen’s 
compensation insurance in Michi- 
gan is divided into three categories 
with a different rate of insurance 
established for each of the three 
job groupings. The first rate of 25 
cents per $100 of payroll covers 
professional and clerical employ- 
ees. The second, 90 cents, is appli- 
cable to a general classification of 
“all other employees,” and the 
third, which is little used, covers 
only chauffeurs. 

In November 1949 the Michigan 
Workmen’s Compensation Rating 
Bureau ruled that practical nurses 
were included in the second cate- 
gory: Believing this would be an 
unreasonable hardship on _ hospi- 
tals, the Michigan Hospital Asso- 
Ciation appeared before the bureau 
early in May to register a protest. 
The new ruling, which places prac- 
tical nurses in the first bracket, 
resulted from this hearing. 
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Labor Board Decision 


Kadlec Hospital, in the atomic 
energy community of Richland, 
Wash., has been the center of an 
unusual labor controversy, which 
finally brought a National Labor 
Relations Board decision in favor 
of some of its employees. 

The hospital was ruled subject 
to the National Labor Relations Act 
because “it is not organized and 
operated exclusively for charitable 
purposes on a nonprofit basis.” The 


hospital is an integral part of the 
General Electric corporation, the 
board ruled, ‘‘with no separate le- 
gal identity of its own.” The ruling 
stated further, “The Atomic Energy 
Commission considers operation of 
this hospital to be a necessary 
function of its contractor, General 
Electric, at the Hanford works, and 
whatever public benefit the village 
of Richland, Wash., derives from 
operation of this hospital is merely 
incidental.” This finding was made 








“A Palpable Fraud, Featherstone... 
This Feller’s Tonsils Are Gone!” 


OW, it doesn't follow 

that old. Tut-Ankh- 
Comatose must be a sham. 
Perhaps a primitive healer did 
excise his tonsils... with 
purpose, technique and instru- 
ments that are best forgotten. 
Ic zs a fact that this surgical 
pioneer would have had no 
access to HASLAM strength 
and delicate precision. We 
only go back 102 years! 


Today, however, HASLAM 
Instruments are world-famous. 
The discerning surgeon can 


make no better choice. HASLAM Instruments reflect over a century of 
successful experience in precision manufacturing and offer the perfect 
complement for modern techniques in every branch and phase of surgery. 


To the surgeon who is selecting tonsil instruments, we add this word of 
caution: the name HASLAM must appear on every genuine HASLAM 
Instrument. There is no substitute for this mark of quality. 


Four Popular Models — Haslam-made for Modern Techniques 


C4810 R — Jennings’ Gags with Haslam LOKTITE Control, Stainless Steel, 
Infant, Small, Large. 
C5510 R — Eve's Tonsil Snares, Plain, Stainless Steel. 
C5511 R —Eve's Tonsil Snares with Ratchet, Stainless Steel. 
C5485 — Beck-Schenck’s Tonsil Snares. 


“Since 1848, Obedience WAC To The Surgeon's Touch” 
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as a specific interpretation of the 
section of the Taft-Hartley Law 
exempting nonprofit hospitals. 

The hospital is held to be in 
interstate commerce because “this 
is the only hospital which is prac- 
tically available to the employees 
of General Electric and its sub- 
contractors at the Hanford works,” 
the N.L.R.B. ruled. “A stoppage of 
work at the hospital . .. would 
affect the efficient performance of 
the important work done there by 





General Electric and its sub-con- 
tractors.” Also, 60 to 70 per cent 
of the hospital’s annual purchases 
originate outside the state of Wash- 
ington. 

A collective bargaining election 
was ordered for all hospital em- 
ployees, including nurse aides, or- 
derlies and ambulance drivers but 
excluding physicians, registered 
nurses, other professional employ- 
ees, technicians, office and clerical 
employees, watchmen and super- 
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LOW cost... 
HIGH performance! 


Every bit as efficient as the bulkier and more costly 
rigid type models, this portable, low-priced respi- 
rator features the exclusive “Spiralock” collar that 
comfortably fits all neck sizes. It is equipped with 
a heavy duty power plant that provides both posi- 
tive and negative pressures for effective treatment 
of either a child or a full grown man—all within 
a single chest piece. Respiration speeds of from 14 
to 30 are quickly and easily obtained and hand 
operation is provided for. The Chestpirator has 
been accepted by the Council on Physical Medi- 


cine of the American Medical Association. 


IRON LUNG 
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visors. The hospital sought to have 
28 nurse aides and six orderlics 
exempted but the board believed 
that “their interests are more clear- 
ly allied with the employees in the 
unit than they are with the reg- 
istered nurses,” since “their re- 
sponsibility for patients’ care is ex- 
tremely limited.” 

Paul Herzog, chairman of the 
National Labor Relations Board, 
dissented from the opinion on the 
ground that the nonprofit segment 
of the General Electric operation 
should be exempt from the board’s 
jurisdiction. 


Fire Tax Exemption 


A significant ruling that fire pro- 
tection is a governmental respon- 
sibility and therefore included in 
exemptions from general muni- 
cipal taxation granted to hospitals 
and other religious, educational 
and philanthropic institutions was 
handed down recently by the su- 
preme court of Westchester Coun- 
ty, New York. 

The case was brought to court 
by Lawrence Hospital, Bronxville, 
to test the validity of a proposed 
fire tax assessment by the town of 
Eastchester. As much as $2,500 a 
year would have been added to the 
hospital’s costs by the tax. 

In similar actions brought against 
the town by three churches in the 
community, the court also gave an 
opinion against the validity of the 
tax. The constitution of New York 
State guarantees exemption of hos- 
pitals from general municipal tax- 
ation. 





NEW HEADQUARTERS 


The National Health and 
Welfare Retirement Associa- 
tion, Inc., recently announced 
a change of address for its 
New York City office. For- 
merly the association was at 
15 Maiden Lane. The new ad- 
dress is 10 East 40th Street, 
New York 16. 


















Maternity Bed Study 


A current study by the Hospital 
Council of Greater New York has 
disclosed that not more maternity 
beds but better geographic distri- 
bution of facilities is needed in the 
city’s five boroughs. 

Live births in 1949 dropped 0.3 
per thousand persons from the pre- 
vious year to register 19.3 per 
thousand in New York City. The 
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slowly declining birth rate, to- 
gether with a sharper drop in mar- 
riages, may indicate that fewer 
children will be born in the com- 
ing years. 

The number of babies born to 
residents of three boroughs was 
greater than the number of births 
that took place within those bor- 
oughs. Most notably in the Bronx 
and Queens, mothers had to go 
outside their home boroughs to ob- 
tain maternity care. Better coor- 
dination of maternity care with 
other hospital facilities was also 
suggested by the council. 

New York City’s maternity bed 
capacity in 103 hospitals during 
1949 was 4,514, of which 4,290 beds 
were in use during the year. 


Easter Seal Agency 


The National Society for Crip- 
pled Children and Adults will hold 
its annual convention marking the 
twenty-ninth year of its activity, 
on Oct. 26-28 at the Stevens Hotel 
in Chicago. Delegates will attend 
from the more than 2,000 state, 
territorial and local affiliates of the 
society. Featuring prominent au- 
thorities working in the-field of the 
disabled, the convention will cen- 
ter around the organization’s pro- 
gram of education, research and 
direct services. 


Edits Librarians Journal 


Mrs. Edna K. Huffman, R.R.L., 
resumed editorship of the Journal 
of the American Association of 
Medical Record Librarians begin- 
ning with the June issue this year. 
A former associate editor and edi- 
tor of the Journal, Mrs. Huffman 
also has had experience as an as- 
sistant administrator of a hospital. 
She is a past president of the asso- 
ciation of medical record libra- 
rians. 


Chronic Illness 


Financial aid has been pledged 
recently to the Commission on 
Chronic Illness by several nation- 
wide organizations in the health 
field. The commission is an educa- 
tion-research group sponsored by 
the national hospital, medical, 
public health and public welfare 
associations. 

A $5,000 appropriation has been 
given by the National Foundation 
of Infantile Paralysis. Of each 
year’s group of polio victims, 25 
per cent retain handicaps and must 
be considered chronically ill. 

Other groups pledging financial 
support to the new commission are 
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the American Cancer Society, 
American Heart Association, Na- 
tional Tuberculosis: Association, 
National Society for Crippled 
Children and Adults and the New 
York Foundation. 


Transfusion Association 


Dedicatory ceremonies at the 
opening of the Blood Transfusion 
Association’s new offices and lab- 
oratories recently celebrated the 
accomplishments of the organiza- 


tion during the 21 years since its 
founding. The association was 
moved on June 7 from the Old 
Memorial Hospital building in New 
York City to two buildings at 178 
West 102nd Street. 

Founded in 1929 under the aus- 
pices of the New York Academy of 
Medicine, the association has been 
active in the development of blood 


‘typing and the mechanics of the 


blood-banking operation. In 1940 
the association voted money to fi- 
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is approved by Underwriters’ Laboratories as “anti-slip.” Easy to use— 
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Antiseptic SURGICAL SOAP contains HEXACHLOROPHENE 


100 times more effective against bacteria than ordinary soap— 
requires no germicidal rinse. Cuts surgical wash-up time as 
much as 20 minutes; prevents infections and spread of com- 
municable disease. For economy—dispense from Hillyard’s 
portable Sani-Septo foot-feed dispensers. 
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nance the production and shipment 
of blood plasma to Great Britain 
with the cooperation of the Amer- 
ican Red Cross. Soon after the 
British blood program ended in 
1941, the Red Cross began its pro- 
gram of blood collection and stor- 
age. 

The association’s new buildings 
are equipped to receive profes- 
sional blood donors, to process 
blood, prepare serum, make tests 
for the Rh factor and to bank 
blood. 


Preventive Medicine 


Montefiore Hospital is one of 
three New York City groups which 
will sponsor an experimental pro- 
gram attempting to prevent disease 
through the use of clinical medi- 
cine, social work, psychology, psy- 
chiatry and education. The other 
two agencies are the Columbia 
University College of Physicians 
and Surgeons and the Community 
Service Society. 

A group of 500 families, compris- 
ing about 1,500 persons, who are 
members of the Health Insurance 
Plan of Greater New York and 
volunteered to take part in the ex- 
perimental program, will be the 
subjects of the one-year study to 
begin this fall. 

Sponsoring groups hope to learn 
the answers to two questions as the 
result of their findings. (1) Will 
average families be willing to 
change their habits so that they use 
doctors and other professional 
workers to keep well when they 
are well, rather than just to get 
well when they are ill? (2) How 
far is it practical to offer a broad 
positive health service that com- 
bines medical care with the social, 
psychological and educational as- 
pects of health? 

To carry out the experiment a 
health maintenance center will be 
set up at Montefiore Hospital, 
where each of the 1,500 partici- 
pants will receive periodic health 
examinations. 


Midcentury Conference 


Edgar C. Hayhow, Ph.D., director 
of East Orange (N. J.) General 
Hospital, has been appointed the 
official representative of the Amer- 
ican College of Hospital Adminis- 
trators to one of the advisory 
councils of the Midcentury White 
House Conference on Children and 
Youth. The council on which Mr. 
Hayhow will serve, one of the four 
major advisory councils to the na- 
tional committee, will include or- 
ganizations in many fields which 





have a primary interest.in the weil- 
being and health of children and 
youth. 


Physical Medicine 


The annual clinical and scientific 
session of the American Congress 
of Physical Medicine will meet this 
year in Boston from August 28 
through September 1 at the Statler 
Hotel. Members of the medical pro- 
fession in good standing with the 
American Medical Association have 
been invited to attend any of the 
scientific and clinical sessions held 
each day of the meeting. 

One of two seminars will consist 
of 10 lectures and will be limited 
in attendance to physicians. The 
second seminar will be more gen- 
eral in character. Physicians as 
well as registered therapists may 
attend this instructional series. 





STOLEN MICROSCOPES 


Hospitals, professional and 
amateur scientists, students 
and all owners of microscopes 
have at their disposal what 
approximates a private de- 
tective agency to help them 
find their stolen instruments. 
The Scientific Apparatus 
Makers Association, known 
as S.A.M.A., has maintained 
a file of stolen microscopes as 
a public service since the for- 
mation of the association in 
1918. 

Owners of stolen micro- 
scopes report the loss to their 
local police departments and 
then to the association, giv- 
ing the identification marks 
and numbers on the instru- 
ment. Repair and_ service 
shops, pawn shops and other 
sources report identifying 
marks to the association 
when they receive micro- 
scopes. If the details match, 
the owner of the instrument 
is notified. He can then call 
the police and regain posses- 
sion of the microscope. 
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Hospital Architecture 


One of the unusual exhibits at 
the Association’s Atlantic City con- 
vention will be the exhibit of hos- 
pital architecture arranged in 
cooperation with the American In- 
stitute of Architects. 

Plans, photographs or scale 
models of hospitals for which con- 
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struction contracts have been 
awarded since Jan. 1, 1945, will 
be shown in the display. Applica- 
tions for entry in the exhibit 
should be made by the hospital 
architect and must be received by 
the Association not later than 
August 10. 


Social Medicine Division 

Montefiore Hospital, New York 
City, has set up a division of social 
medicine which will function on 
a par with the clinical and labora- 
tory divisions of the hospital. The 
Chief of the new division will be 
Dr. Martin Cherkasky, who has 
directed the hospital’s home care 
service. Dr. E. M. Bluestone is 
director of the hospital. 





OPINIONS 








(Continued from page 24) 


tion. The administration, of course, 
should keep in touch with all the 
activities. This can be done in a 
number of ways. 

Instead of reports, in our hospital 
we carry on the administration by 
means of a coordinating committee. 
This committee was authorized by 
the board of governors, and the 
composition of the-committee and 
its activities were approved by the 
board and set out in “Terms of 
Reference.”’ The committee is com- 


posed of five members: The gen- . 


eral superintendent, the assistant 
superintendent, the director of 
nursing, the medical assistant to 
the superintendent, and the treas- 
urer. Every department in the hos- 
pital is primarily responsible to one 
or the other of these executive 
officials. 

The committee meets at stated 
intervals twice a month and is on 
call for any’ emergency meeting 
that might be required. Minutes 
are kept, a copy of which goes to 
the chairman of the board of gov- 
ernors. 

At each meeting we _ usually 
have, as a guest, the head of some 
service if a problem is to be dis- 
cussed that concerns that par- 
ticular service. On occasion the 
guest may be the chairman of the 
board or one or two other members 
of the board. The chairmanship of 
the coordinating committee is ro- 
tated among the five members for 
terms of two months each. In this 
way every member of the commit- 
tee has an opportunity to preside, 
which is excellent training. 

The main purpose of the com- 
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mittee, however, is achieved by 
having five executive members of 
the hospital administration fully 
familiar with every administrative 
problem, and at no time can any- 
thing be disposed of without every 
department concerned being fully 
familiar with what is going on. In 
this way there is a complete in- 
tegration of the work of all de- 
partments. In the ordinary hospital 
set-up a problem might be dis- 
posed of by the administrator, 
sometimes not realizing the impli- 


cations as it might remotely affect 
some other department, and pro- 
cedures would often have to be 
changed when the repercussions 
set in. Under the coordinating com- 
mittee idea every facet of a prob- 
lem is thoroughly explored before 
a decision is arrived at. We feel 
that this achieves a very excellent 
result in the over-all administra- 
tion of the institution—A. J. 
SWANSON, general superintendent, 
the Toronto (Ont.) Western Hospi- 
tal. 
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Davip V. CARTER, who has served 
as acting administrator of Fitkin 
Memorial Hospital, Neptune, N.J., 
since February, has been named 
administrator of that institution. 





SyLvia MELBy will become di- 
rector of the school of nursing of 
Presbyterian Hospital of Chicago 
on September 1. Prior to this ap- 
pointment, Miss Melby was direc- 
tor of nurses at Fairview Hospital, 
Minneapolis. 





S. CHESTER Fazio has succeeded 
C. F. REINHOLD as superintendent 
of Warren Hospital, Phillipsburg, 
N.J. (See page 140.) 

Mr. Fazio has been superintend- 
ent of St. John’s Riverside Hospi- 
tal, Yonkers, N.Y., for the past six 
years. Prior to that, he served as 
superintendent of Easton (Pa.) 
Hospital and Rockaway Beach 
(N.Y.) Hospital. 

Mr. Fazio is a life member of the 
American Hospital Association. 





JOHN F. MILLER, administrative 
assistant of Jewish Hospital of 
Brooklyn, has succeeded ROBERT L. 
ZUCKER as administrator of Union 
Hospital, Dover, Ohio. Mr. Miller 
received his master’s degree in 
hospital administration from Co- 
lumbia University in June 1950. 
He is a personal member of the 
American Hospital Association and 
has served as an officer of the Ohio 
Society of Hospital Pharmacists. 





ROGER B. SAMUELSON has been 
appointed district administrator of 
western Kansas for the Lutheran 
Hospitals and Homes Society. The 
society has two hospitals in this 
district of Kansas, one at Hugoton, 
and one at Oberlin. 

Mr. Samuelson formerly was re- 
search associate with the School of 
Public Health, University of Min- 
nesota, Minneapolis. 





Dr. Marcus A. Curry, medical 
superintendent and chief execu- 
tive officer of the New Jersey State 
Hospital, Greystone Park, for the 
past 30 years, retired on July 1. 
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ARCHIE CRANDELL has succeeded 
him as superintendent of that in- 
stitution. 





WILLIAM NUTZMAN, assistant 
superintendent of Nebraska Hos- 
pital for the Tuberculous, Kearney, 
has succeeded DR. CHARLES J. CAUL 
as superintendent of that institu- 
tion. Dr. Caul plans to enter the 
practice of medicine in Wyoming. 





DUANE E. JOHNSON has been ap- 
pointed assistant administrator of 
the Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City. He 
formerly was an administrative 
resident at Bishop Clarkson Me- 
morial Hospital, Omaha. 





CHARLOTTE DOWLER, R.N., has 
been named administrator of Shel- 
ton (Wash.) General Hospital. She 
replaces ISABEL THOMPSON, R.N., 
who was superintendent of that 
institution for the past five years. 





MICHAEL S. GROBSMITH was to 
have become executive director of 
Miriam Hospital, Providence, R.I., 
on August 1. 

For the past 
three years, Mr. 

Grobsmith has 

been assistant 

director of Le- 

banon Hospital, 

The Bronx, and 

prior to that he 

was a trainee 

and executive of 

the Jewish Hos- 

pital of Brook- 

lyn. He spent more than four years 
in medical administrative duties 
with the U. S. Air Force during the 
war. 

Mr. Grobsmith is a _ personal 
member of the American Hospital 
Association. 





Guabys A. COOPER became di- 
rector of Woman’s Hospital, Cleve- 
land, July 15. Miss Cooper has been 
administrator of All Saints’ Hos- 
pital, Philadelphia, for the past 
seven and a half years. Prior to 
that, she served as superintendent 


of the American Oncologic Hospi- 
tal, Philadelphia. 

Miss Cooper is a former vice 
president of the Philadelphia Hos- 
pital Association. 





FRED RYDER, administrative resi- 
dent for the past year at Menorah 
Hospital, Kansas City, Mo., has 
been appointed director of the 
Dickson-Diveley Clinic in Kansas 
City. 





JOHN H. TIERNAN will become 
administrator of Pocatello (Idaho) 
General Hospital on August 14. He 

succeeds LLoyp- 
ENA V. GRIMES, 
R.N., who has 
served as sup- 
erintendent of 
that institution 
since 1947. 
For the past 
three and a half 
years, Mr. Tier- 
nan has _ been 
assistant super- 
intendent of 
Stanford University Hospital, San 
Francisco. He has a master’s de- 
gree in hospital administration 
from Columbia University, New 
York City. 

Mr. Tiernan is a personal mem- 
ber of both the American Hospital 
Association and the Association of 
California Hospitals. 





JOSEPH S. HEw has been named 
assistant superintendent of Brad- 
ford (Pa.) Hospital. He is a gradu- 
ate of the Northwestern University 
School of Hospital Administration. 





W. WILSON TURNER has become 
administrator of Baptist Hospital, 
Alexandria, La. Prior to this ap- 
pointment, Mr. Turner served as 
assistant administrator of Memorial 
Hospital, Houston. 





The following appointments 
were announced recently by the 
Veterans Administration: 

Harry R. POOL, assistant man- 
ager of the Veterans Administra- 
tion Center at St. Paul, has been 
named manager of the Veterans 
Administration Hospital now un- 
der construction at Wilkes-Barre, 
Pa. 

L. A. GUNTER has succeeded WIL- 
LIAM J. DANN JR. as assistant man- 
ager of the Veterans Administra- 
tion Hospital,'Houston. For the past 
three years, Mr. Gunter served as 
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assistant manager of the Veterans 
Administration Hospital in Mont- 
gomery, Ala. He was the execu- 
tive secretary and treasurer of the 
Southern Hospital Conference. 

Dr. GeorGE F. Swanson, chief 
medical officer of the Veterans Ad- 
ministration Center, Martinsburg, 
W. Va., has been appointed man- 
ager and chief of professional serv- 
ices of the Veterans Administra- 
tion Hospital now under construc- 
tion at Beckley, W. Va. 

EpGar C. BROWNELL has become 
manager of the Veterans Admin- 
istration Center, Albany, N.Y. The 
center consists of a 50-bed hospi- 
tal at Saratoga Springs, N.Y., and 
the regional office in Albany. 

He replaces CHARLES C. ADAMS, 
who is now assistant manager of 
the Veterans Administration Cen- 
ter, Denver. 

Dr. JEROME J. HINIKER has suc- 
ceeded Dr. WILLIAM D. LANIER as 
chief of the professional service 
division, dental service, Veterans 
Administration Central Office in 
Washington, D.C. Dr. Lanier re- 
tired last May after 33 years of 
government service. 

Dr. JOSEPH B. BouNnDs has been 
named manager of the Veterans 
Administration Hospital, Tomah, 
Wis. He succeeds Dr. GEORGE D. 
RIcE, who will retire on August 31. 


SISTER M. VALERIA, R.N., has 
succeeded SISTER M. JANE, R.N., as 
superintendent of St. Joseph’s Hos- 
pital, Tacoma, Wash. 


GERTRUDE L. WETZEL, hospital 
administrator of the Territorial De- 
partment of Health, Juneau, Alas- 
ka, has become administrator of 
the Mark Twain Hospital, San 
Andreas, Calif. 


BERNARD H. TEBRUGGE has been 
appointed administrator of St. Jos- 
eph Michigan Hospital, St. Joseph. 
He replaces GRANT H. PounpD, who 
died May 13. 


WALTER H. HEATH, a life mem- 
ber of the American Hospital As- 
sociation, has succeeded CHARLES 
M. CALHOUN as superintendent of 
Epperson Clinic Hospital, Athens, 
Tenn. Mr. Heath previously was 
director of the Tacoma (Wash.) 
General Hospital. 


ATONE 


FRANK H. McLEopD has replaced 
Dr. WALTER R. MEAD as superin- 
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tendent of the McLeod Infirmary, 
Florence, S.C. 





T. H. Morrison, administrator of 
Memorial Hospital, Uvalde, Texas, 
was to have become administrator 
of Valley Baptist Hospital, Har- 
lingen, Texas, on August 1. He 
succeeds K. P. WALKER, who has 
served as administrator of that in- 
stitution for the past seven years. 





REV. HELMUTH BUCHMUELLER 
has succeeded REv. A. MATZNER 
as superintendent of Evangelical 
Deaconess Home and Hospital, 
Marshalltown, Iowa. 





WILLIAM S. WEEKS, assistant ad- 
ministrator and assistant business 
manager of the University of Cali- 


MR. BLAISDELL 


MR. WEEKS 


fornia Hospital, San Francisco, be- 
came director of the Tucson ( Ariz.) 
Medical Center on June 16. 

RICHARD BLAISDELL has replaced 
Mr. Weeks at the University of 
California Hospital. Formerly an 
administrative resident at San Jose 
(Calif.) Hospital, Mr. Blaisdell is 
a recent graduate of the hospital 
administration program at the Uni- 
versity of Minnesota. 





SUSAN O’BRIEN has been ap- 
pointed superintendent of South 
Amboy (N.J.) Memorial Hospital. 
She replaces MRS. KATHERINE CAR- 
ROLL, who resigned. 





Dr. ROBERT E. ARNOT became di- 
rector of Connecticut State Hospi- 
tal, Middletown, on July 17. He 
previously was associated with the 
Institute of Living at Hartford. 





Dr. MERL J. CARSON has been 
named director of the Children’s 
Hospital Society of Los Angeles. 
Prior to this appointment, Dr. 
Carson was assistant professor of 
pediatrics and assistant dean in 


charge of post graduate affairs at 
the Washington University School 
of Medicine, St. Louis. 





Dr. Roy W. GOSHORN became su- 
perintendent of Allentown (Pa.) 
State Hospital on July 1. For the 
past 13 years, Dr. Goshorn was su- 
perintendent of Hollidaysburg 
(Pa.) State Hospital. 

At Allentown State Hospital, he 
succeeds Dr. Harry F. HOFFMan, 
who has retired after 38 years of 
service. Dr. Hoffman, superintend- 
ent of that institution since 1942, 
plans to go into private psychiatric 
practice at Point Pleasant, N.J. 

Dr. MARK G. RISSER has been 
named acting superintendent of 
Hollidaysburg State Hospital. He 
formerly was senior medical phy- 


. Sician at Allentown State Hospital. 


H. D. ANDREWS has become ad- 
ministrator of the new Humphreys 
County Community Hospital, Bel- 
zoni, Miss., which is scheduled to 
open September 1. Mr. Andrews 
previously held an administrative 
position at the Lutheran Hospital 
in Vicksburg, Miss. 





Dr. SAMUEL W. HAMILTON, su- 
perintendent and medical director 
of Essex County Overbrook Hos- 
pital, Cedar Grove, N.J., has re- 
signed after three years of service. 

Dr. JOSEPH G. SUTTON, director 
of county mental hygiene clinics, 
was named acting director. Dr. 
Hamilton has been appointed chief 
hospital consultant for six months 
beginning July 1. 





JAMES H. Moss has replaced W. 
A. HULL as administrator of De- 
fiance (Ohio) Municipal Hospital. 
Prior to this appointment, Mr. 
Moss was an administrative resi- 
dent at Memorial Hospital, Free- 
mont, Ohio.. 





Mary E. Buair became director 
of nursing and principal of the 
school of nursing, the Lawrence 
and Memorial Associated Hospitals, 
New London, Conn., on July 1. 





ROBERT CATHCART has been 
named assistant administrator of 
Pennsylvania Hospital, Philadel- 
phia. 

Mr. Cathcart completed his ad- 
ministrative internship at Penn- 
sylvania Hospital in June 1949 and 
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was appointed administrative as- 
sistant there. 





MANUEL J. SEGALL has become 
administrative assistant of the 
Jewish Hospital of Brooklyn. Prior 
to this appointment, he was an ad- 
ministrative resident at Grant Hos- 
pital of Chicago. 





NELLY E. GuFFy has resigned as 
superintendent of Masonic Hospi- 
tal, Cherokee, Okla. She plans to 
attend Washington University in 
St. Louis to further her studies in 
the hospital field. 





ARTHUR H. HEwIG became as- 
sistant administrator of Norton 
Memorial Infirmary, Louisville, 
Ky., on July 1. He served his ad- 
ministrative residency at that hos- 
pital and was graduated from the 
course in hospital administration 
at the University of Toronto. 





Jay G. COBERLY has been ap- 
pointed acting business manager of 
Children’s Hospital, Philadelphia. 


He succeeds EDWARD P. STREET, 
who became administrator of Phoe- 
nixville (Pa.) Hospital, April 10. 





M. C. BECHTEL has been appoint- 
ed business manager of Sedgwick 
County Hospital, to be constructed 
at Wichita, Kansas. He succeeds E. 
M. Leacu, who resigned last April. 


TOUVUNNUONUEOEEATT TAT 


Deaths 





CHARLES F. REINHOLD died July 
5 in Phillipsburg, N.J. He had been 
superintendent of Warren Hospi- 
tal, Phillipsburg, for the past 21 
years. 





Dr. ALBERT A. BERG, a founder 
and former president of the Inter- 
national College of Surgeons, died 
July 1 in New York City. 





MOTHER PASCAL, administrator of 
St. Vincent’s Hospital, Portland, 
Ore., died on June 14. During her 
35 years in the hospital field, she 


served as administrator of the fol- 
lowing hospitals: St. Joseph’s Hos- 
pital, Fairbanks, Alaska; St. Mary’s 
Hospital, Walla Walla, Wash.; St. 
Patrick’s Hospital, Missoula, Mont.; 
Columbus Hospital, Great Falls, 
Mont. 

From 1941 until 1946, Mother 
Pascal was provincial superior in 
charge of all schools and hospitals 
of her order in St. Ignatius Prov- 
ince, consisting of eastern Wash- 
ington, Idaho and Montana. 





Dr. ALEC N. THOMSON, admin- 
istrator of Eastern Long Island 
Hospital, Greenport, N.Y., died 
July 4 in New. York City. 





GEORGE W. WALLERICH, president 
of V. Mueller & Company, Chicago, 
died July 3. He was well known 
for his development of new sur- 
gical instruments and equipment. 





C. E. A. BEDWELL died April 24. 
Prior to his retirement from the 
hospital field, he was administrator 
of Kings College Hospital in Lon- 
don, England. 
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